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EXPLANATION AND ANALYSIS OF 
THE QUESTION 
The field of medical economics is a most interesting and contro­
versial subject. The way of paying the doctor's bill has been chosen 
as a debate subject on many occasions, most notably in 1935, when 
it was the topic discussed by the national intercollegiate debaters. 
It was chosen in Texas this year by popular choice over four other 
subjects. The subject of medical reform was spotlighted in 1932 by 
the Report of the Committee on the Costs of Medical Care; and so 
exhaustive and decisive were the findings of that Committee that 
only with the Report of the President's Interdepartmental Committee 
to the National Health Conference in 1938 was interest revived from 
the lethargy into which it drifted after 1932. The question of 
medical care is again coming to the fore, and much reform in medical 
economics is inevitable. 
It is quite impossible for any one person or group of persons to 
figure out the exactly proper approach for all the high-school stu­
dents of Texas to take on a given question. Each debater must study 
the problem thoroughly and then decide which of the many argu­
ments he can present most logically and effectively. After all, de­
bating is of value primarily as an intellectual exercise, and the 
amount of such exercise depends upon the will with which the student 
attacks the problem. 
In debating the subject of socialized medicine, the debater should 
not let the realistic nature of the subject lead him away from the 
true theoretical question to be debated; every one should try to keep 
the argument impersonal and on a friendly and academic plane, 
avoiding as much as possible any sentimentality and emotionalism. 
DEFINITION OF TERMS 
In phrasing the debate question, it was considered wise not to use 
the terms "socialized" or "state" medicine because of the many vary­
ing interpretations given them. Let it be said at the outset, however, 
that there appears no valid reason why debaters should not refer to 
the system advocated by the affirmative as "socialized" or "state" 
medicine. Perhaps some will prefer to use the term "free public" 
medicine. The debate topic for this year is not an extreme one. On 
the one hand it does not go to the extreme, advocated by some, of 
abolishing all government medicine; and on the other it does not 
create a government monopoloy, crowding out all fee-for-service 
practice. 
Resolved, That Texas slwuld adopt a system of complete meiDical 
service available to all citizens at public expense. The word complete 
should not be misleading; it refers simply to the needs of all the 
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people. Medical service: medicine includes the work of physicians in 
caring for the sick and promoting health. Presumably the question 
would cover pharmacy, dentistry, nursing, hospitalization, diagnosis, 
surgery and obstetrics; thus the resolution would necessarily cover 
these branches. As to whether chiropractors, osteopaths, Christian 
Science practitioners (faith healers), and midwives should be included 
in the resolution, it is a difficult matter to decide. Physicians them­
selves do not consider such persons to be embraced by the term 
medicine. It would perhaps be wise for the debaters not to quibble 
over such matters as this, but to leave the problem to be decided by 
the Legislature when and if it sets up a system of socialized medi­
cine, for it is after all a matter of state policy and not of definition. 
The word available is used advisedly in the question. If the system 
is made available to all, it is there for the taking, though not com­
pulsory. Thus our question does not create a government monopoly 
of medicine; fee-for-service practice will still be permitted for those 
who care to pay for it. 
Citizens would be all those persons who are born or naturalized in 
the United States and who have established residence in Texas; thus 
it rests with the Legislature to determine what length of residence 
in the state establishes citizenship. It is clear, however, that 
transients in the state would not be citizens, whether they come from 
other states or from foreign countries. 
At Public Expense would seem to indicate a tax-supported system, 
but this is not necessarily true. The system might be supported as a 
compulsory health insurance system, with a flat-rate tax of, say, $24 
yer year levied on each person. However, since many of our citizens 
could not pay such an assessment, the most logical assumption is 
that the costs of the system would be defrayed from the general 
revenues of the State, with whatever assistance the Federal Govern­
ment might give. This would not preclude the use of contributions 
from philanthropists for particular medical purposes or for medical 
research. 
One or two other problems should be settled by common agreement. 
First the question of the relationship of the State of Texas to the 
government at Washington and to the county and city governments. 
It must be assumed that Texas could establish socialized medicine 
under the set-up proposed by the Wagner Health Bill, with financial 
aid coming from Washington. It must also be assumed that the 
state could require any type of cooperation from its cities and counties 
to put the system into practice; it could require the cities and 
counties to help bear the burden financially, and it could leave them 
broad discretion in adapting the system to local conditions. Second, 
we must face the question of constitutionality. For purposes of 
debate, it should be agreed that whatever constitutional questions 
might arise could be resolved in favor of the resolution; constitutional 
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questions are interesting, but they are foreign to the main purpose 
of the discussion. 
With regard to the use of alternative arguments for the negative, 
a word of warning should be given. Of course, it is the duty of the 
affirmative to show that its proposal offers the best solution to the 
problem. Thus the negative will be required to prove that socialized 
medicine is not the best solution, and in this endeavor the negative 
may make use of alternatives to socialized medicine. However, if too 
strong dependence is placed upon alternatives, the negative will use 
too much of its speaking time outlining the merits of another system 
instead of meeting and refuting the arguments of the affirmative. 
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AFFIRMATIVE BRIEF 
Resolved, That Texas should adopt a system of complete medical 
service available to all citizens at public expense. 
I. Texas needs a system of complete medical service available to 
all its citizens at public expense, for 
A. A large portion of our populace is receiving inadequate 
medical care due to inability to purchase it, for 
1. The depression caused serious social and economic losses 
which have not been overcome; incomes were reduced; 
many thousands were made jobless, and even yet there 
are many destitute families. 
2. A great many of the people of Texas cannot afford to 
buy adequate medical and dental service. 
3. About 75% of all the employed receive less than $3,000 
per year. 
4. About 30% of the people gainfully employed have a 
wage scale of less than $1,200 a year. 
5. Illness is more prevalent among the poor people, be­
cause 
a. Their monetary status denies them proper diets, 
sanitary conditions, and medical attention. Presi­
dent Roosevelt's Interdepartmental Committee stated 
that better than 30% of the people were unable to 
purchase any medical or dental service whatever. 
b. The Committee on the Cost of Medical Care reported 
that many health defects were common among 
children of these families. 
(1) Over 65% of those examined had some serious 
defects. 
(2) 33% of those examined had defective tonsils, 
34% were defective in vision, 50% had defec­
tive teeth. 
6. The function of deciding whether a person can pay for 
medical care is vested in the doctor, and sometimes a 
doctor will give inadequate treatment or refuse to tell 
the patient where he might get free treatment. Under 
socialized medicine everyone would know where to get 
free treatment. 
7. It is socially undesirable to have a gradually growing 
class of people which sees itself cut off as indigent; a 
poor person or child would receive medical care free 
without the stigma of charity always haunting him. 
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B. Our system of medical economics is badly out of joint, for 
1. The present system is productive of many economic dis­
advantages to physicians, for 
a. It involves an unequal distribution of income. 
(1) Some receive as high as $50,000 annually. 
(2) Others are unable to earn a living, especially 
when times are hard. 
(a) 10% of the doctors are not earning a 
decent living. 
(b) In Chicago alone in 1933 there were 400 
doctors on relief. 
(c) Many doctors and nurses in Texas were 
also out of work. 
b. It involves an inequitable distribution of incomes, 
for 
(1) Remuneration is many times not adequate in 
relation to the training, skill, and responsibility 
required of them. 
(2) Physicians in rural areas with the same train­
ing as specialists and city physicians cannot 
exact the same fee because of the economic 
status of the patients. 
2. The present system makes for an unfair burden upon 
the physicians, for, 
a. The charitable load carried by physicians is tre­
mendous. 
(1) The doctors located in areas most seriously 
affected by a depression are obligated to assume 
more than their just share of charity patients. 
(2) The most charitable doctor is imposed upon still 
more, thus giving more than his just share of 
the free medical service. 
b. They are forced to carry a burden of uncertain or 
uncollectable debts; and in hard times the income of 
many doctors disappears entirely. 
3. Many abuses grow out of the present method of giving 
free service to medical charity. Many people obtain 
claims for free services when in reality they are not 
indigent sick. 
4. The physician finds himself working under unfair and 
trying circumstances, for 
a. He is thrown into direct competition with quacks, 
faith healers, and irregular practitioners and others. 
(1) These groups have no code of ethics or medical 
restrictions, thus lowering not only the price 
but the standards of the medical profession. 
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(2) Under socialized medicine quacks and patent 
medicines would disappear, since a real cure 
would be available free. 
b. Large overhead costs are contracted. The doctor 
must have private offices, expensive equipment, and 
so forth. 
c. The doctor is often unable to give the best service, 
for 
(1) Long hours make for physical weariness and 
fatigue; this causes carelessness and ineffi­
ciency. 
(2) The physician may lack the facilities essential 
to good medical care, such as hospital, labora­
tory, and X-ray equipment, all of which would 
be available to him at the Health Center under 
socialized medicine. 
d. There is little chance for conferences in which 
physicians may discuss their mutual problems. Under 
socialized medicine all doctors could work together. 
5. People are not paying enough for public health services 
in comparison to other services. 
a. More than one-quarter of our national income is 
being spent each year on such luxuries as motoring, 
entertaining, candy, beverages, and vacations. 
b. Two billion dollars is being spent each year in the 
United States by women on beauty culture. 
c. Only 3.5 billion dollars is being spent each year in 
the United States for the costs of medical care. 
d. The entire investment in hospitals does not exceed 
6 billion dollars. The lesson is obvious; something 
is radically wrong. 
6. The taxpayer is paying only a small amount for public 
health in comparison to other services for which he has 
to pay. 
a. He is paying for health, 
(1) Only 1/6 as much as for fire protection. 
(2) " 1/7 " " " " highways. 
(3) " 1/9 " " " " police protection. 
(4) " 1/32 " " " " education. 
7. Large portions of our population do not receive adequate 
medical attention because many communities have un­
equal facilities for medical service. 
a. There is an unequal distribution of medical skill and 
facilities for medical service because the best talent 
is located, not according to the medical needs of the 
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people, but according to localities having the most 
money. Many localities are thus over-supplied. 
b. More than half of the rural population is without 
even the elements of public health service. Many 
rural communities and even some whole counties in 
Texas have no hospitals or physicians. 
8. An appalling situation exists on our social and economic 
front. There is a tragic absence of coordination be­
tween the needs of the sick and the supply of medical, 
dental, and hospital treatment; we have medicine, doc­
tors, dentists, nurses, and hospitals sufficient to give 
relief to the ills and pains of millions who need it, if 
they could only buy it. 
C. The cost of medical and surgical care under the present 
system falls heaviest on those people whose incomes are 
just sufficient to meet ordinary living expenses. 
1. For them medicine is still in the pauper-school stage 
through which education passed three-quarters of a 
century ago. 
2. To maintain their self-respect they must pay for their 
own medical services and also contribute to the care of 
those who cannot pay anything. 
3. They cannot meet the severe cost of sudden illness. 
Illness is unpredictable and can not be budgeted for. 
Under our present system it often brings privation and 
ruin. 
4. People of the middle class frequently cannot afford 
costly medical care, and since they are too proud to 
accept charity, they go without needed care. 
D. The cost of medical care is increasing, making it beyond 
the means of still additional thousands of people, for 
1. New methods and processes brought about by techno­
logical and scientific advancement have added greatly 
to the cost of medical care. These separate processes or 
specialization call for additional physicians and an ac­
companying increase in cost. 
2. Hospital service has become more and more expensive, 
for X-ray pictures and laboratory tests run up the cost 
of medical service. Although these improved facilities 
may prevent more deaths, the accompanying increase 
in cost limits this added product of science to the 
wealthy. 
E. The preventive side of medical treatment has been sadly 
neglected under the present system, for 
1. Only $1 in $30 spent for medical care goes for preven­
tive medicine. 
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2. "One million one hundred thousand American children 
die every year of preventable diseases." (Dr. Paul 
de Kruif) 
3. The lack of preventive service is responsible for much 
needless illness and death. 
a. There are 30,000 to 100,000 cases of smallpox each 
year-most of them preventable. 
b. In 1928 there were 28,000 cases of typhoid-also, 
preventable. 
c. In 1931 more than 135,000 infants died; proper med­
ical care would have saved the lives of many of 
them. 
4. The phesent system would never be conducive to an ex­
tension of preventive medicine, because 
a. A bounty is today placed upon sickness instead of 
health. Doctors make money when people are sick, 
-not when they are well. 
b. The average person may go along without knowing 
anything is wrong with him, and he usually feels 
that he cannot go to the doctor unless there is some­
thing definitely wrong. Thus he must wait until the 
machine (his body) breaks down before he cares for 
it. How long would our automobiles last if we gave 
them fuel and ran them without checking them over 
until they broke down? The answer is that we take 
precautionary measures to prevent breakdowns. 
Under our present system of medical practice, the 
person is sick before he is checked over. 
II. Free medical service furnished by the state would be practical 
and desirable, because 
A. We already have many agencies which perform medical and 
health services free of charge. 
1. Texas has a State Health Department staffed by quali­
fied medical officials to cope with the problem of sanita­
tion and the prevention of communicable disease. 
2. Texas has, at Terrell and Austin and other places, in­
stitutions for the care and cure of its citizens who are 
mentally defective. 
3. Nearly every county and city has a Board of Health 
which offers medical treatment to the indigent sick. 
4. Many other communities offer such services as city hos­
pitals, diagnostic clinics, laboratories, public nurses, and 
general health services to the public schools. 
5. An appreciable per cent of the medical service is today 
being carried by some agency of the government (c:ty, 
county, state, or national). 
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a. In 1931 66% of all hospital beds in the United States 
were government hospitals. 
b. 50% of all ward cases were subsidized by New York 
City in 1934. This will be approximately true of 
many of the larger cities in Texas. 
c. 40% of the ambulatory cases are treated in city 
hospitals without charge. 
d. 20% of all medical costs are provided through 
sources other than pay patients at the present time. 
6. All of the state colleges and universities of Texas 
furnish medical care to their students at much less than 
its actual cost. 
B. Free medical service, provided by the government for its 
citizens is based upon sound principles, for 
1. There is no more important function of government than 
the prevention of disease,-the protection of the health 
of the people, because 
a. Human beings have a definite economic value. 
(1) $10,000 is the estimated cost required to pro­
vide a moderate living for an individual up to 
18 years of age. 
(2) A man 30 years old with $2,500 income is worth 
$31,000 to his family. 
(3) A man with $5,000 income is worth $50,000 
based upon a scale of 3~ per cent interest. 
2. A system of free public medicine available to all is 
analogous to a program of free public education, for 
a. Public health is as universal and vital a social prob­
lem as is education. 
b. Public medicine would afford the same incentive for 
efficiency and service on the part of the physician, 
as public education does on the part of the teacher. 
3. The Government has a definite responsibility in con­
serving the health of its citizens. 
a. Government responsibility has long been recognized 
as essential in sanitation, the control of contagious 
diseases, the cure of tuberculosis, and so forth. 
b. The Government has done much in the control and 
prevention of disease, by 
(1) Providing laboratories for research and by en­
couraging scientific methods. 
(2) Establishing agencies to prevent misrepresen­
tation and the sale of inferior medical supplies 
and drugs. 
(a) Pure food and drug and false advertising 
administrations. 
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(b) United States Bureau of Weights and 
Measures. 
C. Nearly all European countries have adopted a system of 
spreading the cost of medical care. 
1. Russia has a completely socialized system of medicine-­
furnished free to the citizens and with all persons en­
gaged in health activities being paid by the state. 
a. The Russian state holds itself responsible for the 
health of its citizens; it maintains their efficiency 
as workers and their happiness as healthy indivi­
duals. 
b. The Soviet doctor concerns himself not merely with 
curing diseases, but with searching out and abolish­
ing their causes-with keeping the whole community 
well. In other words, he is concerned with pre­
ventive (prophylactic) as well as curative (thera­
peutic) medicine. 
c. Furthermore, in Russia the citizen receives medical 
care according to his needs and not according to his 
income. 
d. Dr. Sigerist of the Johns Hopkins Medical School 
says that observation of the Russian system of 
medicine will give one renewed hope for the future 
of mankind. He states that the first great stage of 
medical history was curative medicine, and the sec­
ond great stage will be preventive medicine. 
2. Great Britain has for several years had a system of 
national health insurance. 
a. The British are proud of the system of state medi­
cine finally evolved in Great Britain, and they 
criticize the American medical journals for mis­
understanding and ridiculing it. 
b. "Not one in a hundred English physicians would be 
willing to give it up" (Dr. Anderson, Secretary of 
the British Medical Association). 
3. In Canada some moves have been made toward socialized 
medicine. 
a. In the province of Saskatchewan, state medical 
service has been extended to about 150,000 persons­
over one-third of the rural areas of the province. 
There are 107 municipal doctors in the province. 
b. The Committee of Economics of the Canadian Medi­
cal Association, June, 1934, advocated a general sys­
tem of public health service for the entire dominion. 
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4. Practically every European country-Germany, Italy, 
France, Sweden-has a system of compulsory or volun­
tary health insurance. Voluntary health insurance 
reaches only the wealthy or the employed person. Com­
pulsory health insurance is just about the same thing 
as socialized medicine--except that compulsory health 
insurance is financed by a most vicious system of taxa­
tion-a fiat rate from each person regardless of the 
amount of property he has or of his ability to pay taxes. 
Furthermore, compulsory health insurance cannot pos­
sibly be applied to indigents. 
D. Socialized Medicine would not be such a long step for the 
Government to take, for 
1. There are now in effect many laws providing pay for the 
care of the sick poor. 
2. The state has long taken care of the tuberculous, the 
mentally ill, and those afflicted with contagious diseases. 
3. Examination of school children, periodic health exam­
ination, prophylactic medicine, such as inoculation and 
vaccination, public hygiene, control of the water supply, 
and other health duties are now supervised by govern­
ment. 
4. The branches of the Military and Naval Department 
offer complete medical service for officers and enlisted 
men and their families. 
5. The principle of socialized medicine is spreading 
throughout our institutions, for 
a. Practically every Texas college and university pro­
vides a system of medicine for its students on a fiat 
rate basis; in all state-supported colleges in Texas 
the rate charged the students for medical and hos­
pital care covers only a fraction of the cost, the 
remainder being paid by taxation. 
b. Many Texas industries, particularly the railroads, 
have made available to their workers a species of 
group medicine on a fiat rate basis. 
c. Complete medical service at public expense is fur­
nished to all the inmates of our state institutions, 
such as the Blind Institute, Texas School for the 
Deaf, and the various prisons. 
6. The recent moves toward group hospitalization in Texas 
constitute a marked advance toward socialization. The 
organization is non-profit, and therefore could very 
easily be taken over by the Government, thus socializ­
ing a great portion of our medical service. As the 
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system is organized now it is available only to those 
employed and who have a good income. 
7. The Federal Farm Security Administration, in provid­
ing schemes of making medical care available to needy 
farmers, offers another illustration of the case with 
which socialization could be brought about. 
8. Many recent events show a trend of increasing govern­
mental interest in the treatment of chronic diseases un­
cared for under the fee system. 
a. New York State in 1935 opened a ten million dollar 
health and medical center, designed for the treat­
ment of chronic diseases. 
b. The recent opening of the United States Narcotic 
Farms at Lexington, Kentucky, and Fort Worth, 
Texas, shows a determination to cure narcotic 
addicts as a crime prevention measure. 
c. Huge sums of money, federal, state, and local, are 
now .annually expended in caring for persons who 
have reached helplessness through disease. 
d. President Roosevelt appointed an Interdepartmental 
Committee to coordinate social welfare activities. 
This Committee reported to the National Health Con­
ference in 1938, and its report served as a basis for 
the Wagner Health Bill which was introduced in 
Congress in the Spring of 1939. This bill provides 
for huge expenditures to be made as grants to the 
states to stimulate state health activity of all sorts, 
ranging from the dissemination of data to complete 
socialization by the states. The bill reflects a wide 
popular interest in the subject. 
e. Many areas are offering a vast amount of medical 
service free of charge. In Los Angeles County, 
California, "medical, dental, and pharmaceutical 
care, ranging from major operations to repair of 
false teeth," was being made available, free of 
charge, to the 400,000 unemployed in that section. 
9. The amount of free medical service furnished by the 
Government is increasing each year in the United 
States. 
a. Approximately 5,000,000 families-almost 18 per 
cent of the families of the United States have been 
receiving their medical service from public funds 
alone; 30 per cent of the population receives free 
medical care. 
b. Today governmental hospitals comprise 28 per cent 
of the hospitals in the United States and contain 
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66 per cent of the hospital beds. In the five years 
preceding 1934 the growth of beds in American hos­
pitals from 892,000 to 1,027,000 has come almost 
exclusively in government institutions. 
c. The number of patients in all hospitals rose during 
the depression. In 1929 the average daily census 
was 726,766. In 1933 it was 801,271. 
d. The number of patients in government hospitals has 
risen. 
(1) Non-government hospitals, which had an 
average occupancy of 64.6 per cent in 1929, had 
dropped to 55.3 per cent in 1933. 
(2) Government hospitals which had an average oc­
cupancy of 88.9 per cent in 1929 jumped to 90.1 
per cent in 1933. 
III. Free medical service furnished by the state would be a sound 
way of providing adequate medical care for all, because 
A. Certain definite benefits will accrue from such a system, for 
1. It would be beneficial to the medical profession, for 
a. A feeling of greater financial security would exist 
among the physicians, doctors, surgeons, for 
(1) The doctor would know one month what he 
would receive the next. Under the present 
system much of his fees are in the form of 
credit. 
(2) Although in the peak year of 1929 doctors re­
ceived on an average of $9,000 a year each­
40 per cent of this was allotted to overhead. 
With the inauguration of state supported free 
medicine this overhead will be eliminated, be­
cause doctors will not need: private offices, and 
secretaries. Physicians working under the new 
system would receive an estimated $7,000 an­
nually net. 
(3) Their salary would come from the state-not 
from impoverished patients. 
b. The doctors would be personally benefited, for 
(1) They will have regularity in their work, leav­
ing them definite hours for research and study. 
(2) Much waste and duplication would be elim­
inated. 
(3) The burden of practice among physicians and 
surgeons would be more nearly equalized. 
(4) Carelessness, inefficiency, and fatigue, due to 
long hours will be eliminated, for doctors will 
work in shifts-thus easing the physical strain. 
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The number of "midnight" calls, that is, when 
the doctor is off duty, would be reduced for each 
doctor. 
c. The standard of the medical profession as a whole 
will be raised, for 
(1) Doctors could not become careless, for their ad­
vancement in the system would thereby be put 
into jeopardy. 
(2) The practice by cult healers, quacks, and ir­
regular practitioners will be greatly reduced for 
there will be no necessity for their contin­
uance--if medical service is free. 
(3) Doctors will be looked to as public servants­
not a group of economic royalists. 
d. Research work would be encouraged instead of stul­
tified. Doctors would have access to the best possible 
equipment in the laboratories. Each doctor will have 
more time and opportunity for research and study. 
This will be true because most of the discoveries 
and advancement in medicine have been made by men 
working on salaries in the laboratories or by 
clinicians employed on a full-time basis. 
2. Certain social values would be realized under a system 
of free public medicine, for 
a. The realization by all the citizens that they may have 
the best of medical attention will eliminate a large 
amount of misery, su.ffering, and mental worry. Free 
public medicine would afford medical attention to 
those not now in a position to obtain it. This would 
remove the stigma of "charity" treatment. 
b. The general health standards would be improved, for 
(1) Periodic health examinations would be en­
couraged. Patients would receive complete 
instead of partial examinations. Early recog­
nition and treatment of minor ailments, would 
in many cases, prevent what would later 
develop into incurable diseases. This is 
especially important in regard to children's 
ailments and diseases. 
(2) Health education would be much more effective. 
(3) A clinical record of a large portion of the pop­
ulation would be kept. 
(4) There would be no real incentive for self­
treatment under socialized medicine; no one will 
try to treat himself when free expert advice is 
available. 
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(5) Added advantage of surgery would be available 
when the emergency arose. These are denied 
many today because of the prohibitive fees. 
(6) Patent medicines would soon disappear, because 
they are attractive now only as cheap remedies. 
c. The shocking problem of venereal diseases could be 
solved. Out of the 700,000 cases of syphilis clinically 
recognized each year, more than one-half do not seek 
treatment the first year. In its primary stages when 
the chance for cure is the greatest only 3 per cent 
begin treatment. If consultative advice were free, 
those afflicted would go immediately to a doctor for 
advice. 
d. Under socialized medicine many unnecessary deaths 
would be prevented. 
(1) Two-thirds of the 13,000 annual deaths of 
women from childbirth can be prevented. In 
1937 alone there were one-quarter of a million 
births without an attending physician being 
present. With free tax-supported medical care, 
this shocking condition could not exist. 
(2) One-third of the deaths caused by cancer can 
be avoided; cancer can be arrested if treated 
in time. 
(3) Half of the 75,000 deaths caused by tuberculosis 
can be eliminated if medical care is free. 
(4) Infant mortality can be cut in half. 
B. The cost of free public medicine would not be excessive, for 
1. The cost would be more equitably distributed, because 
it is based upon the principle of "spreading the cost." 
The rich would not be "gouged," as they necessarily are 
under the present system to offset those who cannot pay. 
Doctor's bills should be paid out of the profits of health 
-not the losses of sickness. 
2. The cost would not be as great under state medicine as 
under the present system. 
a. A great deal more than is necessary is expended 
because so many of the services, such as offices, office 
nurses, and X-ray machines are duplicated for every 
doctor. 
b. The $500,000,000 spent annually for. irregular prac­
titioners, faith healers, and patent medicines will be 
i<aved, because free medicine will destroy the attrac­
tiveness of these remedies; they are attractive now 
onl:v because they are cheaper than medical care. 
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c. State medicine would remove the golden oppC'Ttuni­
ties for profit seeking physicians; physicians would 
concentrate on medicine and not on getting rich. 
d. It would eliminate the evil practices of fee-splitting 
and sliding scale charges. 
C. Free public medicine sponsored by the state would be the 
most effective way of providing adequate medical care for 
all, for 
1. The other systems that have been devised for providing 
medical services are inadequate. 
a. Group hospitalization is not a real solution. It 
serves only a limited group of the people; the poor 
and unemployed cannot afford it; the indigent are 
not taken care of; it does not cover the cost of the 
doctor. 
b. The private group clinic will not solve the problem 
of medicine. It might be an improvement over the 
present system, but it reaches only those of above 
average income, and it has all the evils of the fee­
for-service system. 
c. A system of voluntary health insurance would be 
inadequate, for it is limited in scope. It covers only 
those who can afford and have foresight enough to 
budget for medical care. It does not touch the prob­
lem of the indigent and near-indigent sick, nor does 
it solve the preventive medicine problem. It is usually 
not adequately financed, and the doctors are under­
paid and they sabotage the system. The doctors are 
still paid by fee-for-service in this system, whereas 
in state medicine they will be on a salary. 
(1) The contract doctor system is in essence volun­
tary health insurance. It does not solve the 
problem because it applies only to those who 
work for big corporations or big companies. 
(2) Commercial health and accident insurance cost 
too much to be available to the majority of the 
population. Furthermore this type of insurance 
covers sickness benefits more often than medical 
costs. It sometimes covers hospitalization, but 
medical care must still be purchased on the 
fee-for-service basis, with all its attendant evils. 
d. Cooperative medicine goes a long way toward the 
solution of the evils besetting medical economics, but 
it is really socialized medicine on a small scale and 
without the steadying prestige of the Government. 
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Its greatest weakness is that people have to pay 
money to join, and thus the indigent and the poor are 
not reached. Furthermore, cooperative medicine is 
never generally accepted in the community where 
found, and thus preventive medicine is practically 
impossible. 
e. Compulsory health insurance is a real solution to the 
problem of medicine, but it amounts to a system of 
socialized medicine in effect. 
(1) Professor Louis S. Reed, formerly of The Uni­
versity of Texas, says, "It is a great mistake 
to regard compulsory health insurance and 
socialized or state medicine as two distinct and 
different things. They are essentially identical. 
Compulsory health insurance as it exists in 
England, Germany, and other European nations 
is state medicine derived by a particular and 
unique method of taxation." 
(2) Compulsory health insurance is state medicine 
supported by a tax levied equally on rich and 
poor, and without regard for ability to pay 
taxes. 
(3) Furthermore, compulsory health insurance, in­
sofar as it does differ from state medicine, em­
phasized care for the sick rather than main­
taining health by preventive medicine. 
f. All the alternatives to socialized medicine have, in 
general, the following weaknesses: 
(1) The services offered are available only to those 
who can afford them-who have enough money 
to budget medical costs. 
(2) They do not touch the problem of care for the 
indigent and near-indigent and thus physicians 
must continue to give free service to some of 
their patients and make up the differences on 
those who can pay by applying sliding-scale 
rates. 
(3) They do not even scratch the surface of the 
major problem of preventive medicine. 
2. Under socialized medicine the indigent, near-indigent, 
poor, middle-class, and wealthy will all receive adequate 
medical care, both curative and preventive. 
3. Under socialized or state medicine the highest objectives 
of the medical profession may be realized. 
a. Doctors will not be bothered with accounts and 
financial worries. They are trained as physicians, 
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and they can devote all their professional energies 
to medical practice. 
b. Health can be purchased, and socialized medicine is 
the way. 
c. Every person will be given medical care according to 
his need for it. 
D. Most of the arguments advanced against socialized medicine 
are not valid. 
1. It is said that socialized medicine is Un-American and 
Communistic. These words have been used so loosely 
that they have become meaningless. If they do mean 
that out of prejudice for what we do have we will not 
even consider something which was tried in some other 
country first, then we as a nation, if we put any store 
by them, are stupid-we can never solve our problems, 
and we must surely perish. We must consider the prob­
lem with our intelligence and not our prejudice. We 
should never say, "I like socialized medicine because the 
reasons in favor of it are good ones, but I must hate 
and abhor it because it exists in Russia, whence nothing 
good can come." We must watch the lessons that all 
nations teach, and learn to take the good and leave the 
bad. 
2. Socialized medicine is said to regiment the people. But 
each of us would gladly be regimented for free and ade­
quate medical care. 
3. The doctors will lack incentive in state medicine. This 
is unjust to the doctors. They do good charity work 
without incentive. Their whole ethical code points 
toward service rather than price. And so far as in­
centive goes, their main incentive under the present 
system must be to keep all sure-pay patients sick so 
they can make more money. Thousands of doctors are 
now on salary, and they all like it. 
4. There will be no free choice of physician, the negative 
says. There is little choice now except among the 
wealthy. And under almost any panel system there 
would be a choice of doctor. 
5. The personal relationship will be lost, they say. That 
relationship will be just the same as it now is except 
that the distasteful money element will not be there t<. 
mar it. 
6. Some fear medical standards will be lowered. They will 
rather be raised, because doctors will have more oppor­
tunity for study and research and they can devote their 
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whole time to medicine without dabbling in the business 
angle of fee-for-service practice. 
7. It is feared that politics will creep into the medical de­
partment. Medicine is up to its ears in politics now­
the men who control the American Medical Association 
are politicians. We must keep bad politics out of medi­
cine. It is absurd to fear that a new governor will fire 
all the doctors and hire new ones. The average citizens 
will not permit politics to be played with a service that 
is so vital to him as medical care. 
8. It is argued that the doctors oppose socialized medicine, 
and they know best. Dr. Sam E. Thompson of Kerrville, 
in an article opposing socialized medicine, stated: 
"It is my conviction that at least 75 per cent of 
the doctors would gladly welcome any form of 
socialized or state medicine that would insure each 
of them . . . a permanent sustaining income. But 
if the dog has fleas, do not kill the dog-get rid of 
the fleas." (Texas State Journal of Medicine, June, 
1934.) 
Most of the doctors who oppose socialization are the 
"big shot" doctors who run the medical associations. 
But most important, the way we are to pay for our 
medical care is not a scientific but rather a social prob­
lem-and it is for the people and not the doctors to 
say how the bill will be paid. 
9. Socialized medicine, it is said, would cost too much. With 
the elimination of duplicated services and patent medi­
cine and faith healers, we could buy a system of 
socialized medical care for much less than we are paying 
for it now. The way the money is to be raised by taxa­
tion is simple--just raise it. All the same money is 
being spent now in different ways; we could pay it as 
taxes and be no poorer. 
10. It would destroy incentive and end research and scien­
tific discovery. Just the reverse is true. All scientific 
discovery now is made by full time research workers in 
laboratories; and under socialized medicine there would 
be more of this. As for incentive, any doctor will tell 
you that his main incentive is to cure the sick and not 
to get rich. 
NEGATIVE BRIEF 
I. There is no urgent need for a drastic change in our existing 
system of medical service in Texas, for 
A. The quality of medical service in this country has been 
steadily improving. 
1. The United States leads the world in dental science; 
we have one dentist to every 1,800 persons; this is 
unparalleled in any other country. 
2. There are more physicians per 100,000 in this country 
than any other country in the world. 
3. Preventive medicine has made marvelous strides in this 
country in recent years. Our public health services 
have made great gains against tuberculosis, typhoid 
fever, smallpox, and venereal diseases. 
4. Our medical facilities are superior to those of any other 
country. 
5. Many conditions exist for which the medical profession 
is not to blame. 
a. Most of the attacks are upon the medical profession-a 
deserving and worthy group. Very few people deny 
"that the American medical profession leads the 
world and that it is composed of a highly respected 
and able group of men and women." 
b. There are many factors that contribute to a lack of 
adequate medical care. 
(1) Insecurity, privation and worry resulting from 
serious economic conditions cause much sickness. 
(2) Many people prefer self-treatment, or rely on 
drugs, and cults; they would prefer faith heal­
ers to doctors under and system. 
(3) Many people have not been informed as to the 
proper procedure for securing adequate medical 
care. Socialization would not necessarily mean 
education. 
(4) The medical profession cannot be expected to 
cure all diseases. 
(5) The indigent sick are usually suffering from bad 
diets and not from lack of medical care. If we 
solved the problem of economic insecurity, then 
the problem of medical care would take care of 
itself. 
B. The health standards of the American people are not in 
such a bad way, for 
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1. The death rate has dropped from 17.6 per 1000 in 1900 
to less than 11 per 1000 at the present time. 
2. In the last century the average life span has been 
increased 15 years. 
3. We have done much to control contagious diseases. 
4. Morbidity in this country is steadily declining. 
C. People are being adequately cared for who are unable to 
bear the cost of sickness. 
1. Medical service is usually made available to the poor 
whenever they require it. 
a. For those whose conditions or economic circumstances 
require it, hospital and clinical care is made avail­
able either at a nominal cost or no cost whatever. 
b. Free clinics, charitable organizations, and doctors 
who make no charge for their service to the destitute 
offer medical service to the indigent sick. 
(1) Free clinic attendance has increased around 300 
per cent in the last ten years. . 
(2) About 66 per cent of all hospitals in the United 
States are in the hands of governmental agencies; 
these are operated on a non-profit basis. 
(3) Hospital care for persons on relief has in many 
cases been subsidized by state relief funds. 
(4) The Federal Farm Security Administration since 
1937 has provided free medical service for needy 
farmers. 
2. Much service is made available to those with moderate 
incomes who can pay for only part of their service. 
a. Doctors make liberal allowances to patients whose 
means are limited. Doctors donate $1,000,000 of 
their services free each day. 
b. Approximately 70 per cent of all the hospital costs 
are provided by the cities. 
c. Pay clinics furnish good care to persons of small 
means at a much lower cost, due to the economies of 
organization and the limitations on the returns to 
practitioners. 
d. Our public schools offer a great amount of health serv­
ice to children who might not receive it otherwise. 
Partial medical treatment, free physical examina­
tions, and even the nutrition of children is being car­
ried on in our public schools. Children are vaccinated 
and inoculated free in many parts of Texas. 
e. Much service is made available through industry. 
Many large corporations are providing contract med­
ical service for employees and their families on a 
flat-rate prepayment basis. 
27 Socialized Medicine 
f. Other plans are being organized to provide medical 
service to our people. 
(1) Group hospitalization is well under way in Texas, 
and this goes a long way toward reducing and 
budgeting the cost of medical care. 
(2) Doctors extend much medical care by giving their 
patients the benefit of moderate rates and ex­
tended time for payment. 
(3) Many insurance companies sell policies at mod­
erate rates to cover sickness, accident, and hos­
pitalization costs. 
8. The two surveys of medical needs which have been con­
ducted in Texas show no great need for change. 
a. The survey of health conditions in Harris County 
shows that there is more smoke than fire in all the 
alarms being raised about medical needs. 
(1) Adequate hospital medical and even pharma­
ceutical care are given free to the indigent and 
near-indigent in Harris County. 
(2) There are some needs yet unmet in Harris 
County, but they are not met for the same 
reason that they would not be met under a 
socialist system-namely, there is not yet enough 
money in the community to be devoted to that 
purpose. 
(3) The health departments, both city and state, are 
at work on preventive medicine in Harris County. 
(4) Welfare workers show clearly that the need 
amongst the indigent in Harris County is an 
economic need rather than a medical need. Give 
them jobs and energy and self-respect, and good 
diet will return and much disease will vanish. 
(5) Practically the only persons in Harris County 
who were denied medical care were transients, 
and they would not be cared for under the Affirm­
ative Plan, which restricts care to "citizens." 
b. Dr. Holman Taylor's Report to the American Medical 
Association shows little need for medical reform. 
(1) Only a few counties in Texas do not have hospi­
tals and the population in these counties is so 
sparse that even a subsidized hospital is im­
practical. 
(2) The number of physicians in Texas is adequate 
in almost every county, according to the Ameri­
can Medical Association's estimate of one 
physician for every two thousand people. 
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(3) The doctors of Texas do not permit the indigent 
to go without medical care, and if they are will­
ing to do this free, why should the rest of us 
complain? 
(4) The medical profession in Texas has cooperated 
with the Federal Farm Security Administration 
to relieve the condition of the rural indigent 
sick. 
(5) The medical service in our state institutions is 
sometimes hampered by the fact that it depends 
on the political branch for support. Dr. Taylor 
cites political interference in our prison medical 
service. 
(6) The State Health Service has done much good 
work by way of preventive medicine, but it has 
been inadequate for the same reason that a sys­
tem of socialized medicine would be inadequate, 
namely, that it is difficult to get the Legislature 
to appropriate enough money to do the job right. 
D. The cost of medical care in Texas now is not excessive. It 
is not due to exhorbitant fees charged by profiteering 
doctors. 
1. High costs are necessitated by the increasing amount of 
medical service which we require. 
a. There is a large overhead cost in medicine because 
of expensive machinery and laboratory equipment, 
like the X-ray and the "iron lung." 
b. New medical techniques are constantly being discov­
ered and added to things which the doctor must do 
to keep his patients well. Thus a doctor can serve 
fewer patients and the sum total of medical costs 
increases. 
c. The hard times in recent years have led to more 
sickness and thus have given the doctors more to do. 
2. A high income is well justified for the doctor. 
a. The average doctor in Texas spends from $10,000 to 
$20,000 for his medical education. He spends three 
or four years in pre-medical work, four years in 
medical school, and two years as an interne. Such 
industry and work deserves a good income. 
b. Doctors are not economic royalists. Only a few re­
ceive high incomes. Many doctors do not make a 
decent living, and yet all doctors give millions of 
dollars in free service to the poor every year. 
c. Physicians have suffered during the depression just 
as others have. Four hundred doctors were on relief 
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in Chicago in 1933; probably many in Texas were 
also hard up. 
3. Sliding-scale charges to patients is a fair way of dis­
tributing the cost of medical care. It is based upon the 
principle of "from each according to his ability; to each 
according to his need." There is no sound reason why 
those who can pay should not pay. 
II. A program of free public medical service in Texas would be 
impractical and undesirable, for 
A. It would be productive of many serious disadvantages to 
the medical profession. 
1. The physician would be subject to political domination. 
The government which supplies the necessary funds 
would manipulate the medical profession. 
a. This would lead to much red tape and arbitrary 
regulation. It would, in a word, result in a giant 
bureaucracy. Government would place emphasis on 
efficiency of administration more than efficiency of 
medical service. Professional freedom is important 
to the doctor. State medicine would destroy it. 
b. Socialization of medicine would add the cost of 
political supervision and inefficiency to the costs of 
adequate medical care. 
c. In a system of socialized medicine, the only way the 
doctor can get ahead is to get the reputation of 
being a good doctor. Thus when some person who 
thinks he is sick and is not comes to the doctor, the 
doctor must coddle him and fool him, thus raising 
the cost of maintaining public health. At present, 
such a person would be glad to hear he is not sick 
because it will save him money. 
d. Lieutenant Arthur W. Hankwitz of the Army Med­
ical Service describes state medicine as follows: 
"The district physicians in small villages, the for­
tunate ones holding state positions with a sure means 
of a meager livelihood, groan and curse under the 
burden of red tape, paper work, records in triplicate, 
form requisitions, limited drugs and the like. The 
stimulus for personal improvement has ebbed away. 
Individuality has been cramped into routine. Life 
in general has become drudgery and a burden instead 
of a pleasure." 
2. Under socialized medicine the doctor would be dominated 
by laymen. Many doctors feel that sociologists and 
social workers want socialized medicine because it will 
afford more jobs to social workers. 
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Dr. Oliver J. Fay states in the Indiana State Medical 
Journal for March, 1935: 
"It is not difficult to understand why our politicians 
are in favor of state medicine, call it public health 
insurance if you will. From the experience of other 
nations we know that the army of lay workers under 
such a plan exceeds the number of physicians employed, 
and federal employees constitute an important cog in 
any effective political machine. Nor is it difficult to un­
derstand the interest and the activity of the professional 
sociologist-he finds in such activity not only the in­
dulgence of his pet hobby, but also opportunity, for who 
could be better qualified to head the many bureaus 
needed, to pull the strings and to direct the activities 
of the medical men in the field?" 
3. It would be a serious blow to the high standard of med­
ical service which we now have. 
a. It would destroy the incentive to progress which 
exists under our present system. 
(1) There would be less interest in their work. Some 
doctors would do all the work and others would 
play golf. 
(2) Competition which makes for the best service 
would be destroyed. Everything would be re­
duced to the humdrum of efficiency. 
(3) Personal responsibility would be minimized. The 
doctor-patient relationship would not exist. There 
would be mass production of medical care just 
as there is of automobiles and toothbrushes. 
b. Research work and accomplishment in medical science 
would be stultified, because when competition is 
destroyed there will be no incentive for creative work. 
c. The quality of our medical service would tend to 
decline. The work of the doctor would tend to be 
routine and perfunctory work. There would be con­
stant pressure from the taxpayers to reduce the cost 
of the system; the doctor would be required to handle 
too many patients, and thus the quality of service 
would suffer. Patients would line up like people 
buying tickets to a movie and would be disposed of 
as rapidly. 
B. Socialized medicine would involve many disadvantages to 
the people. 
1. The intrusion of a third party would interfere with the 
confidential relationship between doctor and patient. 
Patients would have little choice as to who their doctor 
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or dentist would be. The family doctor would no longer 
exist. 
2. Prompt and satisfactory service under all conditions 
would be difficult to obtain. Doctors would try to avoid 
midnight, Sunday, and holiday calls. They might not 
be on the job when needed. 
3. It would put added work on government agencies that 
are already loaded down with responsibility and work. 
Our government is already so complex we cannot con­
trol it. 
4. It would be an expensive way of providing medical care. 
a. It would add enormously to the tax burden. 
(1) Administrative cost would be prohibitively high. 
(2) The present personnel and all the medical facili­
ties would have to be supported. 
(3) New facilities to equalize conditions would have 
to be established. Many facilities would be es­
tablished that are not needed. This wou.Jd 
involve much waste of the taxpayers' money. 
Much of it would probably never reach the med­
ical fund, but would be diverted into other 
channels, because with such a tremendous new 
source of revenue the politicians would not keep 
their hands in their pockets. 
(4) It would eventually cost the average man and 
woman more than the present system of private 
practice. Graft and waste which are insep­
arable from government enterprise would result. 
Adequate care would cost at least $30 per in­
dividual per year and under every system of 
taxation thus far devised the ultimate consumer, 
the laborer, farmer, and small enterpriser pays 
the bulk of the tax burden and would thus still 
be penalized. 
(5) The average doctor is far more lenient in let­
ting John Smith pay his bill than the tax col­
lector would be. 
(6) The advantages of our educational system are 
cited by the proponents of state medicine as a 
parallel case to socialized medicine. 
(a) The cost does not offer a pleasing picture to 
the taxpayer. The cost of our secondary 
school system has risen tremendously. In 
1880 the cost to the taxpayer was $5.00 per 
capita; in 1914 it had risen to $21.34; now 
the annual cost is close to $100. The cost 
32 The University of Texas Publication 
of free public medicine would rise in corre­
sponding proportion. 
(b) Education can exist in a loosely organized 
and inefficient condition without serious con­
sequences, and it is frequently organized in 
this fashion. If a teacher is careless and 
and does shoddy work, the ill effect will 
probably be overcome by better teachers 
later on. But if a doctor should do shoddy 
work the result would be fatal to the patient. 
5. There are many governmental, economic, and social dis­
advantages to socialized medicine. 
a. Mr. William Nottingham has said: 
"There are many indications that we are drifting 
toward the pernicious notion that the citizen is the 
ward of the state. This conception is not only un­
worthy of us and our times, but it is unjust to him 
and tends to lessen his self-dependence, impair his 
self-respect, and hamper his efforts to reach his high­
est destiny. We would much better take the loftier 
and more healthful view, that the average American, 
by birth, amid our institutions, is naturally endowed 
with a keen sense of his personal rights and priv­
ileges, with an abounding ambition to do things and 
a large capability of looking out for himself. We 
are ages in advance of the Spartan regime under 
which the child at birth was examined by the ruling 
elders to determine whether or not he was fit to be 
reared, and at the age of seven was taken over by the 
state." 
b. The Illinois Medical Journal says : 
"Unless the drift toward bureaucratic government 
is stopped, Americans will be the most ruled and 
standardized people in the world, and we will need 
armies of citizens to enforce all the laws; by and by 
we shall all be government employees, earning our 
pay by watching one another. Then, surely, the 
millennium will have been reached." 
c. The affirmative offers a proposal which is un­
American and socialistic. Thus it will run counter 
to our American tradition and will serve as an enter­
ing wedge for other aspects of socialism to invade 
our country. 
d. In their efforts to improve conditions reformers are 
likely to do more harm than good. Dr. Charles Mc­
Intire of Easton, Pennsylvania, tells the following 
story: 
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"You are all familiar with the oriental fable, 
where the Cholera on his way to Bagdad informs a 
dervish in the desert of his intention of killing 10,000 
people with his plague; and on returning from his 
mission is met by the same dervish who accused him 
of a much higher death rate. The Cholera replied 
that he had kept himself well within his bounds-the 
excess was due to fear. 
"May not a doubt arise that sometimes our health 
authorities in their efforts to warn, really alarm; 
wishing to awaken, they really affright; desiring to 
preserve peace, they really disturb it?" 
All this agitation does more harm than good. 
C. Socialized medicine has not worked out satisfactorily in 
actual practice. It has caused much dissatisfaction abroad. 
1. There are many undesirable features of state medicine 
in Germany. 
a. Germany has for some time been on the verge of 
bankruptcy. "The billion dollars which social insur­
ance costs the nation every year is one of the chief 
reasons." (Dr. Edward Ochsner.) 
b. "Socialized medicine is organized to fill the feed 
trough of bureaucratic drones." (Dr. Edwin Liek­
Danzig.) 
2. In Great Britain medical practice has not been entirely 
satisfactory. 
a. The doctor is compelled to issue a certificate before 
the patient can secure insurance benefits; thus much 
difficulty arises between the patient and the doctor. 
b. Such red tape as this increases the cost of operation 
without a corresponding benefit to the health of the 
community. 
3. Dr. Frederick L. Hoffman of California stated in 1934: 
"Equally mistaken is the statement that none of the 
countries have established social insurance has aban­
doned the system after years of trial. This is partly 
true, but the reason is not because of its inherent 
merits, but because only a political revolution could do 
away with a system which confers substantial benefits 
upon the electorate who have only in part contributed 
to it. Cash benefits are the main factor appealing for 
public support, with medical benefits only as a secondary 
consideration." 
4. We cannot be sure that socialized medicine has worked 
well in Soviet Russia. We have descriptions of it only 
by observers like Sigerist and Newsholme and Kings­
bury. These gentlemen made hurried journeys through 
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Russia, and saw only what the Russians wanted them 
to see. Furthermore they were most likely favorably 
disposed toward socialized medicine before they started. 
Professor Sigerist is quite clearly convinced that social­
ism is the proper answer for the problems involved in 
our whole economic system and not just medical eco­
nomics alone. Dr. Crownhart of the Wisconsin State 
Medical Association came away from Europe with an 
altogether unfavorable impression of state medicine 
there. 
5. Other features of state medicine abroad have made it 
undesirable. 
a. It has not generally improved the quality of medical 
service. It has become a mass or factory method 
of providing medical care. 
b. Doctors have been imposed upon. They have become 
hirelings of the state. 
c. The doctors in some countries, particularly France, 
have banded together in their own interest, and are 
quite frankly trying to exert pressure for their own 
good, and without regard for the health and welfare 
of the public. 
D. Socialized medicine is impractical because it is strongly 
opposed by the overwhelming majority of physicians. 
1. Dr. R. B. Anderson, Assistant Secretary of the State 
Medical Association of Texas, says: 
"No representative unit in organized medicine in 
Texas, or for that matter in the whole of the United 
States, has ever gone on record in favor of socialized 
medicine. No single delegate from any of our com­
ponent county medical societies in Texas has ever spoken 
in favor of socialized medicine. Year after year the 
House Qf Delegates has gone on record unanimously as 
opposing it." 
2. Another Texas doctor says he is convinced that social­
ized medicine will not work as a practical matter be­
cause all the doctors who now oppose it so violently will 
be vested with the job of making the system work when 
they oppose it in principle. He believes that the only 
way the system could be made to work would be to staff 
it with young doctors fresh from school who had not 
become set in their ways. This, of course, would be 
altogether impractical. 
III. Socialized medicine is not based on sound principles; provisions 
for needed medical reform can be made through other and less 
drastic means. 
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A. Socialized medicine would be too drastic a change. 
1. John A. Hartwell (Harper's Magazine, July, 1935, p. 
231) says: "To completely socialize medicine which so 
intimately touches the life of every individual in such a 
peculiarly personal way, as the first experiment in a 
wider application of socialization, will hardly appeal to 
the sound judgment of our political creed. It is better 
to approach the needs of the present and future by a 
modification of long tried methods which have served 
us so well in the past. The result will be an orderly 
evolution rather than an experimental revolution." 
2. It would completely upset the present system, and with 
the doctors already antagonized, it could not succeed. 
3. It would require an estimated $150,000,000 (figure de­
rived from the $3,500,000,000 spent for medical care in 
the whole of the United States) to finance a socialized 
medical system for Texas. It is true that this money is 
being spent by the people for medical care now and 
might cost no more with socialized medicine in effect, 
but to perform the feat of devising ways of raising by 
taxation a sum of money practically equivalent to all 
the costs of our government of Texas now is a herculean 
task. Every one is keenly aware that our Legislature 
will not even raise the money for old age pensions and 
other parts of our social security program. And yet 
the cost of these (twenty or thirty millions) is not a 
drop in the bucket compared to the cost of socialized 
medicine. Furthermore, even if money were appropri­
ated, our past experience shows that there never is 
appropriated a sum sufficient to finance an adequate 
program of this kind; thus at the outset the new system 
would be doomed to failure. 
4. The people would become so excited by the idea of free 
medicine that they would swamp the doctors and cause 
the system to collapse before it got well under way. 
5. A state-wide system would be arbitrary, autocratic, and 
inflexible. If socialized medicine must come it should 
be left to the discretion of counties and cities, which 
could better adapt the system to local needs. 
B. Just as is true of all our other economic ills, there iµe 
many reforms short of socialism which might be applied 
to the solution of our medical problems. 
1. One remedy would be to pay doctors for the care they 
give to indigents. 
a. Professor Kirk H. Porter (National Municipal Re­
view, September, 1935, p. 477) says: "In one county 
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of about thirty thousand population the medical so­
ciety contracted to care for the indigent cases for 
one year for three thousand dollars. The load turned 
out to be something over four thousand calls, two­
thirds of which were office calls; and one hundred 
eighty-four operations, fifty-one of which were major. 
The doctors kept records and the three thousand 
dollars was distributed to them in accordance with 
the calls made and the operations performed. 
Obviously the doctors were badly imposed upon. 
Until that year no one had had the slightest idea 
of what the medical load really was in that county. 
This year the doctors are demanding a much higher 
lump sum and the county officials are refusing to 
sign a contract. • . . 
[On a schedule of reasonable fixed charges for the 
above service, the cost to the county would have been 
about nineteen thousand dollars instead of three 
thousand.] 
"The ever mounting load is a serious problem. 
Many people on relief seem to be insatiable, and the 
relief administrator has difficulty in curbing their 
demands. • . . The services of the high class physi­
cians, extended with courtesy and competence, are 
delightfully flattering and attractive to indigent peo­
ple on relief rolls, and they want more and ever 
more of it. . . . In the meantime many a county 
governing board views with alarm, and trembles for 
the future, as the costs of medical relief steadily 
mount upward." 
b. If it is hard to raise tax money to pay doctors for 
the care of indigent sick, how much harder it would 
be to raise the costs of all our medical care by 
taxation! 
2. Group hospitalization goes a long way toward solving the 
problem of medical economics. 
a. Over half the cost of all serious illnesses goes to the 
hospitals. Solve the hospital problem and the rest 
will take care of itself. 
b. Texas is well launched on a non-profit group hos­
pitalization program that will be available to all at 
a very low cost. This system does no violence to 
our present system of medical service: the doctors 
are still paid by fees, and the change is thus not 
radical. Furthermore the group hospitalization plan 
inaugurated under Mr. Bryce Twitty of Dallas has 
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the whole-hearted support of the organized medical 
profession of Texas. 
3. Various flat-rate prepayment plans would remove all 
the urgency from the need of medical reform. 
a. Privately sponsored sickness insurance is one way. 
Says Michael M. Davis (Survey Graphic, December, 
1934, p. 617) : "In the United States some two mil­
lion people are paying for their medical care in this 
way now, considerable groups of college students, for 
example, but mostly groups of employed persons, es­
pecially miners and railway workers. These, inci­
dentally, are the industries in which sickness insur­
ance started in Europe." Such insurance is usually 
arranged for by insurance companies with employers 
for the care of the workers. Some companies fur­
nish company doctors free to their workers. 
b. Government sponsored health insurance is another 
less drastic plan. There are two types of such in­
surance: voluntary and compulsory. Compulsory 
health insurance is little more than socialized medi­
cine paid for by a heavy head tax. But voluntary 
health insurance is a remedy short of socialization 
which would eliminate much of the need for care 
and would lessen the burden of medical costs on mem­
bers whenever serious illness came--it spreads the 
cost of sickness. However, even voluntary health in­
surance possesses many of the shortcomings of 
socialized medicine, such as the loss of the personal 
touch between physician and patient and the doc­
tor's financial interest in getting the patient well so 
he can pay his bill. 
c. Private group clinics have grown up in many places. 
Where such clinics have group prepayment plans 
such as the Milwaukee Medical Center, they solve a 
large part of the medical problem. In essence this 
is cooperative medicine. It could be sponsored and 
promoted by legislation and thus solve many of our 
medical needs. 
d. Our present State Health Department engages in a 
very broad program of preventive medicine. With 
greater appropriations the department could give us 
an adequate system of preventive medicine which 
the affirmative argues for. 
e. The State could enact much more effective laws pro­
viding for county health officers (doctors) and 
nurses to serve the indigent sick. One doctor could 
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handle the work in all the less populous counties, 
provided he had a sufficient number of nurses to do 
the follow-up work and carry out his orders. 
f. Doctors can be persuaded to make more effective 
joint use of equipment, thus cutting many of the 
medical costs. 
C. Socialized medicine is not based on sound principles. 
1. We should experiment locally for many years before we 
adopt state-wide socialized medicine. 
2. Control of medical service should be left in the hands of 
doctors; otherwise the free choice of doctors and the 
personal relationship between doctor and patient are 
lost. Furthermore medicine would be dominated by 
politics with all its attendant evils. 
3. Milder schemes of medical reform would bring the de­
sired improvements without losing all of the many ad­
vantages which our present system possesses. 
GENERAL READING MATERIAL 
THE REPORT OF THE COMMITTEE ON THE COSTS 
OF MEDICAL CARE, 1932 
(From Ti.,.., December 6. 1982, p, 42.) 
Sociology and Medicine met head on this week when the Committee 
on the Costs of Medical Care finally published its recommendations 
for the reorganization of the practice of medicine in the United States. 
President Hoover went out of his way to "commend a careful 
study of this report to the professional and community leaders 
throughout the United States." 
Traditionally United States doctors, like United States farmers, 
are pugnaciously individualistic. Their practice has been on a 
personal doctor-and-patient basis. To maintain this, doctors have 
banded themselves into one of the most powerful and beneficial 
institutions on the United States scene--The American Medical Asso­
ciation. But the A. M. A. has been unable to prevent ineqqalities 
in the distribution of medical services to the entire population or 
of payments to all the doctors. Complaints have alarmed both doctors 
and sociologists. 
Five years ago certain philanthropic institutionst provided $1,000,000 
to study the costs of medical care in the United States. An able, 
conscientious committee took form. Chairman has been Dr. Ray Lyman 
Wilbur, Secretary of the Interior, president of Stanford University, 
trustee of the Rockefeller Foundation, past president of the A.M.A. 
Chairman of the executive committee has been Yale's Professor of 
Public Health, Dr. Charles-Edward Amory Winslow. For custodian 
of the $1,000,000 the committee organizers chose President Winthrop 
Williams Aldrich of the Chase National Bank, charitarian brother-in­
law of John Davison Rockefeller, Jr. They picked Economist Harry 
Haskell Moore, to direct the study. 
Investigators probed every health activity they could learn of, 
brought to analysis thousands of statistics. Examples: The 1929 
United States health bill was $3,647,000,000;2 1,082,550 persons were 
engaged in providing medical care and medical commodities; 38.2% 
of the population were getting no medical care whatsoever; average 
doctor's annual income is $5,300; 47,000 doctors earn $50 a week. 
'Carnegie Corporation, .Toalah Macy Jr. Foundation, Milbank Memorial Fund, New 
York Foundation, Rockefeller Foundation, Julius Rosenwald Fund, Russell Sage 
Foundation, Twentieth Century Fund, Social Science Research Council, Vermont 
Commission on County Life. 
"Including "$125,000,000 ••• spent for the services of osteopaths, chiropractors,
naturopaths and allied groups, and faith healers, and $860,000,000 for patent 
medicines. Much of the former awn and practically all of the latter are wasted." 
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The majority of the Committee on Costs decided that if the 
$3,647,000,000 United States annual sick bill were equitably spent, 
every inhabitant of the nation would get adequate medical attention, 
every person connected with the practice of medicine would earn an 
adequate living. To accomplish this, they candidly point out, would 
require a complete reorienting of United States medicine, a thorough­
going socialization of the profession. Despite the vigorous objections 
of several members of the committee, the majority agreed upon and 
last week recommended these principles: 
"1) The Committee recommends that medical service, both pre­
ventive and therapeutic, should be furnished largely by organized 
groups of physicians, dentists, nurses, pharmacists, and other asso­
ciated personnel. Such groups should be organized, preferably around 
a hospital, for rendering complete home, office, and hospital care. 
The form of organization should encourage the maintenance of high 
standards and the development or preservation of a personal relation 
between patient and physician. 
"2) The Committee recommends the extension of all basic public 
health services-whether provided by governmental or non­
governmental agencies-so that they will be available to the entire 
population according to its needs. This extension requires primarily 
increased financial support for official health departments and full­
time trained health officers and members of their staffs whose tenure 
is dependent only upon professional and administrative competence. 
"3) The Committee recommends that the costs of medical care be 
placed on a group payment basis, through the use of insurance, 
through the use of taxation, or through the use of both these methods. 
This is not meant to preclude the continuation of medical service 
provided on an individual fee basis for those who prefer the present 
method. Cash benefits, i.e., compensation for wage-loss due to illness, 
if and when provided, should be separate and distinct from medical 
services. 
"4) The Committee recommends that the study, evaluation, and 
coordination of medical service be considered important functions 
for every state and local community, that agencies be formed to 
exercise these :functions, and that the coordination of rural with 
urban services receive special attention. 
"5) The Committee makes the following recommendations in the 
field of professional education: a) that the trai-ning of physicians 
give increasing emphasis to the teaching of health and the prevention 
of disease; that more effective efforts be made to provide trained 
health officers; that the social aspects of medical practice be given 
greater attention; that specialties be restricted to those specially 
qualified; and that postgraduate educational opportunities be in­
creased; b) that dental students be given a broader educational 
background; c) that pharmaceutical education place more stress on 
the pharmacist's responsibilities and opportunities for public service; 
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d) that nursing education be thoroughly remoulded to provide weII­
educated and weII-qualified registered nurses; e) that less thoroughly 
trained but competent nursing aides and attendants be provided; 
f) that adequate training for nurse-midwives be provided; and g) that 
opportunities be offered for the systematic training of hospital and 
clinic administrators." 
Trustees of the American Medical Association had ample fore­
notice of these recommendations. Members of Committee on the Costs 
include Dr. Olin West, A. M. A. secretary; Dr. George Edward 
FoIIansbee, chairman of A. M. A. judicial council; Dr. Malcolm 
LaSalle Harris, "loyal" A. M. A. past president. They guided the 
phrasing of a potent minority report which they expect every private 
practitioner of medicine in the United States to maintain as his 
gospel. That minority report reads: 
"1. That government competition in the practice of medicine be 
discontinued and that its activities be restricted (a) to the care of 
the indigent and of those patients with diseases which can be cared 
for only in governmental institutions; (b) to the promotion of 
public health; (c) to the support of the medical departments of the 
Army and Navy, Coast and Geodetic Survey, and other government 
services which cannot because of their nature or location be served 
by the general medical profession; and (d) to the care of veterans 
suffering from bona fide service-connected disabilities and diseases, 
except in the care of tuberculosis and nervous and mental diseases. 
"2. That government care of the indigent be expanded with the 
ultimate object of relieving the medical profession of this burden. 
"3. That the study, evaluation and coordination of medical service 
be considered important functions for every state and local com­
munity, that agencies be formed to exercise these functions, and that 
the coordination of rural with urban services receive special attention. 
"4. That united attempts be made to restore the general prac­
titioner to the central place in medical practice. 
"5. That the corporate practice of medicine, financed through 
intermediary agencies be vigorously and persistently opposed as 
being economically wasteful, inimical to a continued and sustained 
high quality of medical care, or unfair exploitation of the medical 
profession. 
"6. That methods be given careful trial which can rightly be fitted 
into our present institutions and agencies without interfering with 
the fundamentals of medical practice. 
"7. The development by state or county medical societies of plans 
for medical care. (In formulating principles for such plans the 
minority declared, 'We are not opposed to insurance but only to the 
abuses that have practically always accompanied insurance medi­
cine.')" 
Under its present regime the A. M. A. is forehanded. It anticipates 
attack against its integrity, cohesion and liberty. With aII its mighty 
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might it protects the interests of the private practitioner. Those 
142,000 doctors of medicine the A. M. A. trustees this week exhorted 
in their Journal: "The alinement is clear-on the one side the forces 
representing the great foundations, public health officialdom, social 
theory-even Socialism and Communism-inciting to revolution; on 
the other 1ide, the organized medical profession of this country 
urging an orderly evolution guided by controlled experimentation 
which will observe the principles that have been found through the 
centuries to be necessary to the sound practice of medicine. The 
physicians of this country must not be misled by utopian fantasies 
of a form of medical practice which would equalize all physicians 
by placing them in groups under one administration...." 
For the present at least the snorting A. M. A. is making its own 
tempest. The Committee on the Costs of Medical Care ceases existence 
with this year. Its money is spent. The foundations who furnished 
the money have made no provisions for putting the majority recom­
mendations into practice. Nonetheless, sad-eyed Secretary-President­
Trustee-Chairman-Dr. Wilbur, who is about to quit political adminis­
tration in Washington and return to education administration at 
Palo Alto, hopes "that a continuing organization may immediately 
be formed to promote experimentation and demonstrations in local 
communities." 
THE COSTS OF MEDICAL CARE 
(Reproduction of A Picture Book About the Costa of Medical Care, by the 
Julius Rosenwald Fund.) 
There are about one hundred million cases of sickness among the 
people of the United States every year. Some cases are serious, 
some are trivial. Altogether they cause not only suffering, but also 
a billion dollar loss of wages, and require about three and a half 
billion dollars for the costs of care. 
One hundred and fifty thousand physicians, 70,000 dentists, 200,000 
nurses, 7,500 hospitals, 6,000 clinics and 60,000 drug stores are 
concerned with furnishing medical care and medicines. Five billion 
dollars are invested in hospitals, clinics, laboratories and in the 
private offices of physicians and dentists. 
The costs of medical care are of interest to every housewife who 
is trying to plan her family budget; to every man who is trying to 
pay his way while he is well and to meet his bills when he is sick; 
to every employer who loses when his employees are sick; and to all 
physicians, dentists, nurses, hospitals, social agencies, and taxpayers. 
LEADING CAUSES OF DEATH IN THE UNITED STATES 
In 1900, tuberculosis was at the top of the list of deadly diseases· 
today it is seventh on the list. Many of the serious contagiou~ 
diseases such as typhoid fever and diphtheria have greatly decreased. 
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The diarrheas of infancy are only about one-fourth what they used 
to be. 
On the other band, diseases of the heart were fourth among the 
causes of death in 1900, but are now in first place. Cancer has 
moved from tenth up to second place. 
1900 
Rate per 
100,000
Popula-
Rank Cauae of Death tion 
1. Tuberculosis ------------------------------- 195 
2. Pneumonia -------------------------------- 1763. Diarrhea and Enteritis____________________ 1404. Diseases of Heart________________________ 137 
5. Nephritis------------------------------ 89 
6. Infancy Diseases ------------------------ 88 
7. Cerebral Hemorrhage ____ --------- 77 
8. Children's Diseases------------------------- 76 
729. Accidents ---------------------------­ 6410. Cancer ---------------------------------------------­
1932 
Rate per 
100,000
Popula-
Rank Cauae of Death tion1. Diseases of Heart___________________________________________ 280 
1232. Cancer --------------------------------------------------­3. Nephritis ____ 90 
4. Pneumonia ------------------------------- 82 
5. Cerebral Hemorrhage ------------------------------- 82 
706. Accidents -----------------------­
597. Tuberculosis ------------------------------------­
8. Infancy Diseases ---------------------------------------- 62 
289. Diabetes Mellitus ------------------------------------­
10. Suicides 19 
The great reductions in death rate have taken place chiefly by the 
application of medical science through organized public health work. 
Yet even today, only one-fifth of the 3,000 counties in the United 
States have organized health departments. The application of medical 
science to human service depends upon public willingness to provide 
the necessary support. 
Generally speaking, the more serious diseases cost the most to care 
for. About 15 per cent of all the cases of illness cost as much as the 
other 85 per cent. 
WHAT THE PEOPLE OF THE UNITED STATES SPENT 
THEIR MONEY FOR IN 1929 (IN BILLIONS) 
Ninety billion dollars was the estimated income of all the people 
of the United States in 1929. The chief purposes for which this income 
was spent are shown in the chart. Food took the largest amount­
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sixteen billions. Next came rent, clothing, and other necessities, on 
a descending scale. 
The figure for medical care is about the middle one in the list. More 
than three and one-half billions were paid for the services of 
physicians, dentists, nurses, hospitals, medicines, and sick-room sup­
plies, and for public health work. 
The amount we expended for medical care was a little more than 
was spent for education. We spent double that for automobiles. 
THREE AND ONE-HALF BILLION DOLLARS FOR MEDICAL 
CARE (WHERE IT GOES ANNUALLY) 
Who gets the three and one-half billion dollars spent for medical 
care each year? The list shows how the sum is distributed. The 
largest amount-almost 30 %-goes in fees to practicing physicians. 
The next largest goes to hospitals. Next in order come the amounts 
paid for medicines, dentists, nurses, and "healers" or "cultists." 
Physicians in private practice___________________________________________________ 29.8% 
Hospitals ------------------------------------------------------------------------------------ 23.4 o/o 
Medicines -------------------------------------------------------------------- ---- 18.2% 
Dentists - ------ --------------------------------------------------------------------- 12.2% 
Nurses ------------------------------------------------------------------------------ 5.5 o/o 
Cultists ---------------------------------------------------------------------------------------------- 3.4% 
Public Health ------------------------------------------------------------------------- 3.3% 
Only one dollar in every thirty goes to public health work for 
the prevention of diseases. The other twenty-nine dollars are spent 
trying to cure it. 
WHO PAYS FOR THE CARE OF SICKNESS? 
Who pays the three and one-half billion dollar bill for medical 
care? Nearly four-fifths (79% ) is paid by sick people themselves, 
or by their families, to physicians, dentists, hospitals, and drug 
stores. 
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Industry ----------------------------------------------------------- 2% 
Philanthropy-------------------------------------------------------------------- 5% 
Government ------------------------------------------------------------------- 14% 
Patients' fees ------------------------------------------------------------------------ 79% 
About one-seventh (14% ) is met by local, state, and national taxa­
tion, which is spent chiefty for the support of hospitals and to main­
tain public health work. 
Philanthropy, contrary to general belief, pays but 6% of the 
national bill for medical care; industry, but 2%. 
FAMILY INCOMES IN THE UNITED STATES IN 1928 
Even in prosperous 1928 three-quarters of the people in the United 
States had less than $3,000 income for themselves and their families. 
$10,000 and over---------------------------------------------------- 2.9% 
6,000-$10,000 ------------------------------------------------------------------------------ 7-0% 
3,000-- 5,000 ---------------------------------------------------------------------------- 15.7% 
2,000- 3,000 ------------------------------------------------------------------------------ - 24.6% 
1,200- 2,000 ------------------------------------------------------------------------------ 34-8% 
Under 1,200 ---------------------------------------------------------------------------- 16_()o/o 
One-half of all the people had family incomes of $2,000 a year or 
less. One family in six had less than $1,200, while only one in 
thirty-four had an income of over $10,000. 
THE MORE INCOME PEOPLE HAVE THE MORE MEDICAL 
CARE THEY BUY 
Family Income Doctor's Calla 
Under $ 1,200 --------------------------------------------------------------------------- 1-9 
2,000-$ 3,000 - ---------------------------------------------- 2.3 
5,000- 10,000 ------------------------------------------------------ 3.610,000 or more_____________________________________________________________ 4.7 
Sickness falls upon all classes of society, and is somewhat more 
serious among people with small incomes than among the well-to-do. 
Though all economic groups have about the same need for medical 
care, the amount of care actually received is very much greater 
among the well-to-do than among wage-earners. 
The table shows that a thousand people of the top income group 
have about 4,700 visits with physicians annually, or nearly 5 calls 
per person, whereas people in the bottom group have only 1,900 visits, 
or less than 2 per person; and that the groups between have inter­
mediate amounts. 
NEED OF DENTAL CARE 
Nine out of 10 school children have decayed teeth or other diseases 
of the mouth. One out of 5 applicants for the United States Navy 
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in 1933-1934 were rejected because of bad teeth or other diseases of 
the mouth. 
There is scarcely any grovm man or woman who does not need 
systematic dental care. But only about one-quarter of the people 
secure any dental service except occasional emergency care for the 
relief of pain. 
As for children, the Committee on Community Dental Service of 
New York says: "Dental disease-much of it serious in character 
and consequence-is rampant in children's mouths, even among those 
below six years of age, the age for entering school. This constitutes 
a serious menace to the health of the child and in many cases lays 
the foundation for various other ailments in later life." 
In a survey of the schools of St. Louis in 1933, it was found that 
94 per cent of the children were in need of dental care. 
SICKNESS COSTS FALL UNEVENLY 
Some families have little sickness during a year; others have a 
great deal. Therefore some families have small costs to pay for 
sickness while others have to meet very large bills. If the heavy 
costs fell only upon well-to-do families, they would not be a great 
burden. But in fact, heavy charges fall upon families of small means 
as well as upon those of substantial incomes. 
10% of families bear 41% of costs 
32% of families bear 41 % of costs 
68% of families bear only 18% of costs 
The figures show how unevenly the burdens fall. No family can 
tell in advance whether it will be in the lucky or unlucky group. 
HOSPITALIZED ILLNESS 
Hospitalized illness strikes only one person in 16 per year but it 
costs half of all family expenditures for illness. 
The costs of these relatively few hospitalized illnesses amount to 
half of what families spend for the care of all illness. 
About two-fifths of the expense is the hospital's charges; about 
half goes to the surgeons and physicians; the small remainder to 
special nurses and incidentals. 
WHERE THE PHYSICIAN'S INCOME GOES 
The physician's income goes for himself and family 60 per cent, for 
professional expenses 40 per cent. In 1928, physicians in private 
practice were paid about $1,100,000,000 in fees from their patients. 
But they had only about $660,000,000 to live on, because they had to 
spend $440,000,000 for professional expenses such as office rent, trans­
portation, equipment, and assistants. 
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In other words, out of every $100 that the physician receives, he 
has only $60 left as his net income. This 40 per cent "overhead" is 
burdensome both to physicians and to patients. 
PHYSICIANS' NET INCOME IN THE UNITED STATES, 1929 
The total number of physicians in 1929 was 142,000. The table 
shows what physicians had to live on in a prosperous year. It refers 
to net incomes, after deducting professional expenses, or "overhead," 
as described in the preceding paragraph. 
Phyelclana Income 
27.2%-----------------------$ 2,000 and under 
31.7%----------------------- 2,000-$ 5,000 
26.3%---------------------- 5,000- 10,000 
14.8%------------------------- 10,000 and over 
Only 41.1 % of the physicians were in the "well-to-do" or "com­
fortable" groups. There were more in the "poor" group than in the 
"comfortable." 
The United States Department of Commerce estimated that the 
incomes of physicians dropped 38% between 1929 and 1932. 
EXCERPTS FROM THE REPORT OF THE TECHNICAL 
COMMITTEE ON MEDICAL CARE TO THE INTER­
DEPARTMENTAL COMMITTEE TO COORDI­
NATE HEALTH AND WELFARE ACTIVI­
TIES, WASHINGTON, D.C., 1938 
I. INCOME AND HEALTH NEEDS 
In a representative sample of the urban population studied in the 
National Health Survey, 40 per cent of the persons canvassed were 
found to be members of families with incomes of less than $1,000; 65 
per cent were in families with incomes under $1,500; and 80 per cent 
in families with incomes of less than $2,000. About one-half of the 
group with incomes under $1,000 was in receipt of relief at some time 
during 1935. These figures are fundamental to any consideration of 
national health because they are basic to any contemplation of 
capacity to purchase not only food, shelter and clothing, but also 
medical care. . . . 
The association of sickness with low income is illustrated by the 
following figures taken from a survey made among representative 
white families in many communities of the United States during the 
years 1928-1931; the figures relate to wage earners of both sexes, 
ages 15 to 64, in the skilled, semiskilled and unskilled occupations: 
48 The University of Texas Publication 
Annual daye of dleablllty 
Family income per person 
Under $1,200 -------------------------------------------­ 8.9 1,200-2,000_____________________________ _____ 5.72,000-3,000___________________________________ 5.0 
3,000 and over_______________ 3.8 
In the winter of 1935-1936, the Public Health Service canvassed 
three-quarters of a million families in 84 urban communities, and 
obtained information on illness and medical care in relation to family 
income and relief status. Preliminary results for 2,308,600 persons 
in 81 of these surveyed communit ies have brought out some pertinent 
facts. Disabling illness in the relief population occurred at an annual 
rate 47 per cent higher for acute illness and 87 per cent higher for 
chronic illness than the corresponding rate for families with incomes 
of $3,000 and over. The annual days of disability per capita in the 
relief group was found to be three times as great as among upper 
income families; the mm-relief population with an income under 
$1,000 showed an amount of disability over twice that of the highest 
income group. One in every twenty family heads in the relief 
population was unable to work because of chronic disability, as con­
trasted with only one in 250 heads of families with incomes of $3,000 
and over. Children of relief families experienced 30 per cent greater 
loss of time from school and usual activities because of illness 
than did children in families in moderate and comfortable cir­
cumstances. . . . 
II. INCOME AND THE RECEIPT OF HEALTH SERVICE 
The purchase of health services is still mainly a matter of private 
and individual action. Though government (Federal, State and 
local) spends considerable sums, and though organized groups pay 
an important share of the Nation's bill for sickness, the individual 
patient still carries the lion's share through out-of-pocket payments. 
This may be illustrated by the breakdown of the national bill for all 
kinds of health and medical services, taking 1929 as illustrative of 
a prosperous predepression year, and 1936 as the most recent year 
for which comprehensive estimates are available : 
1929 1986 
Total expenditures____________$3,660,000,000 $3,210,000,000
Patients -------------- ---- --- 2,890,000,000 2,560,000,000
Governments - ------- ----- 510,000,000 520,000,000
Philanthropy --------------- 180,000,000 60,000,000
Industry ----- ----------- 80,000,000 70,000,000 
Although there are some important exceptions, medical care is in 
the main, an "economic commodity" which is purchased and paid 'for 
directly by the individual who needs it. The fact that this "economic 
commodity" is chiefly a professional service does not alter the basic 
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fact. It therefore results that the amount of medical care obtained 
by individuals differs with economic status; the well-to-do obtain 
more, the poor obtain less. This is so notwithstanding the fact that 
the poor have more sickness and more disability, and need more (not 
less) service. There are some notable exceptions to this generaliza­
tion. In areas where extensive provision has been made for free 
hospital care for needy persons, the amount of hospital service re­
ceived (per capita) by the poor is sometimes actually greater than 
the amount received by any except the very well-to-do. But this is 
only an exception proving the rule that the amount of medical care 
received (measured in number of services) varies with the person's 
ability to pay for it. For example, a survey made during 1928-1931 
among representative family groups in 130 communities, scattered 
among 17 States and the District of Columbia, showed the following 
volumes of services received during a 12-month period: 
Services per Person in Families with Specified Income 
Under $1,200-- $2,000- $3,000-- $ 6,000- $10,000 
Service $1,200 2,000 3,000 5,000 10,000 and Over 
Physician services for sick 
persons 
----------------------
1.9 2.0 2.3 2.7 3.6 4.7 
Days of general hospital 
care 
--------------------------
0.9 0.7 0.8 0.6 0.8 1.2 
Dental cases (for persons 
over 3 years of age) _______ 0.1 0.2 0.2 0.3 0.4 0.6 
Health examinations --------- 0.08 0.07 O.Q7 0.08 0.1 0.2 
Immunizations ----------------- O.Q7 0.05 0.05 0.06 0.08 0.1 
Eye ~xa.minations and pre­
scr1pt1ons ---------------------- 0.02 0.02 0.04 0.05 0.09 0.2 
Although there is more disabling sickness among the people in the 
low income groups than among those in the higher brackets, the pro­
portion who went through a year of life without professional care 
was more than three times as high among the poorest as among the 
wealthiest families. This is summarized in the following figures: 
Percentage of Individuals in Each Family Income Group Who Re­
ceived No Medical, Dental or Eye Care During a Year 
Family income Per Cent 
Under $1,200 ------------------------------------------- 471,200- 2,000 _______________________________ 422,000- 3,000 _________________________________ 373,000- 5,000 _______________________________ 335,000-10,000______________________________ 24
10,000 and over_______________ 14 
Without laboring the point, a few facts may be cited from the 
recently completed National Health Survey: 
No physicians' care was received in 30 per cent of serious dis­
abling illnesses among relief families and in 28 per cent of such 
illnesses among families just above the relief level, as contrasted 
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with a figure of 17 per cent of illnesses receiving no care ,bY a 
physician among families with incomes of $3,000 and more. Eighty 
per cent of the relief group were white and 20 per cent were colored 
persons; unattended illnesses were equally frequent in the two 
groups. Only 1 per cent of disabling illnesses among relie! families 
received bedside nursing care in the home, as compared with 12 per 
cent in families with incomes of $3,000 and over. 
The average child under 15 years of age in relief families received 
about one-half of the number of physicians' services and about one­
twentieth the number of services from a private duty nurse that 
were received by children in families with incomes of $3,000 and 
over. 
Only 5 per cent of births were hospitalized among families on 
relief in southern cities of less than 25,000 as compared with 90 
per cent of births among families with incomes of $3,000 and over. 
Nearly 13 per cent of births among relief families in small 
southern cities were unattended by a physician or midwife as com­
pared with 100 per cent attendance by a physician either in hospital 
or home for the upper income class. 
These findings are in accord with the facts revealed in numerous 
other surveys made in various parts of the country. Each study adds 
additional evidence that the receipt of medical care depends largely 
on income and that people of small means or none at all, though 
having the greatest need for care, receive the least service. 
III. INCOME AND THE ABILITY TO PAY FOR HEALTH 
SERVICE 
Although ignorance, indifference and other factors play a part, the 
main reason why persons in the lower income brackets do not receive 
proper medical care is that they are unable to pay for it. Surveys of 
family expenditures show that, by and large, families tend to spend, 
on the average, 4 to 5 per cent of income for medical care. The 
proportion of income spent for medical care is fairly constant, what­
ever the income, up to an annual family income of $5,000, beyond 
which it tends to decline slightly. A survey showed that in 1928-31, 
families with annual incomes under $1,200 spent $43 a year on the 
average for medical care; families with incomes between $1,200 and 
$2,000 spent $62 a year on the average; those with incomes between 
$2,000 and $3,000 spent $91; and families with incomes of $3,000 to 
$5,000 spent, on the average, $134 a year. 
The present expenditures of families in the lower income brackets 
may be compared with the cost of adequate medical care. A number 
of estimates have been made of the per capita or per family cost of 
furnishing adequate medical care to a representative population 
group. Such estimates run from a minimum of $100 a year for a 
family of four, to more than double this amount. Even taking the 
lower figure, it is apparent that this cost is more than a sizable pro­
portion of families can afford to spend for medical care. An exami­
nation of family budgets leads to the conclusion that families with 
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incomes of $1,000 cannot afford to spend as much as $100 a year, on 
the average, for medical care. The same conclusion probably holds 
for families with annual incomes of $1,600. Yet, even in 1929, about 
twelve million families in this country, or more than 42 per cent of 
all, had incomes of less than $1,600..•. 
IV. PERSONNEL AND FACILITIES FOR HEALTH SERVICE 
An effective system of modern health service is impossible without 
an adequate professional personnel and institutional equipment. This 
implies a sufficient number of competent persons, effectwely trained 
and experienced, a sufficient number of suitable hospitals, sanatoria 
and other institutions and an appropriate geographical distribution 
of both personnel and institutions. All things considered, it is 
probable that the most acute need in the United States is for more 
effective distribution, recognizing that this involves fundamental eco­
nomic considerations .... 
PhysiciaM.-There are 166,000 physicians in the United States 
today, or a ratio of 128 per 100,000 of the population. These would 
be approximately sufficient in number to supply the medical needs of 
the population if they were better distributed in relation to the need 
for service and if their potential services were being effectively or 
fully utilized. Young, well-trained men turn to urban centers to 
begin practice where professional and economic opportunities are 
greatest because of hospital facilities and higher average income of 
the people, despite the fact that many of these centers already have 
an adequate, or more than adequate, number of physicians. Many 
rural areas, small cities and whole states are undersupplied with 
physicians. More recognition of the uneven distribution of practi­
tioners will not solve the problem; practice in the underprivileged 
area must be made attractive from both a professional and economic 
viewpoint before the young physician can be expected to settle in 
these areas where his services are most acutely needed. 
Nurses.-The supply of private duty nurses is probably sufficient 
to meet the present needs of the population. However, nurses are 
not evenly distributed throughout the country; there is a concentra­
tion of available nurses in cities, and a limited supply in rural areas. 
Even more important, large numbers of sick persons are unable to 
obtain needed nursing services because of inability to pay. 
There is a definite undersupply of nurses to visit in homes of the 
low income groups, to give bedside care and health instruction, and to 
render assistance in clinics. To carry on these important health 
functions, one nurse to each 2,000 persons, or approximately 66,000 
nurses, would be required. At present there are only 18,000 nurses 
attached to public health agencies that might be utilized for these 
purposes. In rural areas, the ratio is, on the average, one nurse for 
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every 11,000 persons and in cities, one nurse for every 5,000. In some 
States, one nurse must (if she can) serve as many as 40,000 persons. 
Such nurses are particularly needed for maternal and child care and 
it is clearly not possible for good prenatal care to be given by nurses 
if they are required to serve too extensive an area or too large a 
population. At least three to four times as many field nurses as are 
now available in rural areas are needed, and at least twice as many 
in cities, if satisfactory maternal and child health service is to be 
rendered. A dual problem is here evident: (1) the training of per­
sonnel, and (2) the provision of organization and funds for their 
effective employment. 
Dentists.-There are at present about 71,000 dentists in the United 
States or an average of 58 per 100,000 of the population. Estimates 
of the needs for adequate dental care for all our population indicate 
that the number of dentists could be doubled without reaching a 
figure in excess of the true need. As in the case of physicians and 
nurses, the number of dentists available is particularly inadequate 
in rural localities, small cities and other areas where income is low. 
Because of the enormous accumulated neglect in dental care among 
adults, such funds as are available for dental care should be directed 
especially toward preventive and other dentistry among children. 
Hospitals.- . .. Although the hospital facilities of some communi­
ties---especially of some large cities---exceed current effective demand 
for service, existing institutions are grossly inadequate to meet the 
needs of the population in many parts of the country. Such inade­
quacies are especially important and severe in rural and in eco­
nomically underprivileged areas. Enlargement of hospital facilities 
is needed in many areas where there are some hospitals; construction 
of new institutions is requi:red in many regions where none have been 
built. Without such institutions, well-equipped and well-staffed, many 
of the important services which twentieth century medicine offers to 
the public are impossible of attainment. Furthermore, there is a 
growing need for other local facilities equipped to serve as centers 
for diagnostic and prev_!!ntive services, where organized health 
agencies may operate in close correlation with medical and related 
practitioners. 
Professional standards of adequacy indicate a need for general 
hospital facilities in the ratio of 4.6 beds per 1,000 persons, nervous 
and mental hospital facilities in the ratio of 5.6 beds per 1,000 per­
sons, and tuberculosis hospital facilities in the ratio of 2 beds per 
annual death from this disease. In this country today, over two­
thirds of the States fall below these standards in general hospital 
facilities, nine-tenths are below the standard for mental hospitals and 
three-fourths of the States fall below the standard for tuberculosis 
hospitals. For general hospitals, even a minimum standard of 2 beds 
per 1,000 persons for areas (mostly rural) which are 50 miles beyond 
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a large hospital center, would require substantial additions to exist­
ing facilities. A total of 31,000,000 people now live in areas with less 
than 2 general hospital beds per 1,000 persons. Nearly 1,300 (42 
per cent) of the counties in the United States have no registered 
general hospitals. Being largely rural or sparsely settled, these coun­
ties include only 15 per cent of the population. Nevertheless, this 
means that there are 18,000,000 persons who are living in counties 
with no local hospital facilities. Special surveys would be required to 
determine which of these counties are adequately served by hospitals 
in adjacent counties and which need additional local facilities. 
Capital investment in hospital construction diminished from a fig­
ure of $200,000,000 annually in the period 1923-1928 to about $50,­
000,000 in the period of 1932-1936. A large part of the relatively 
limited construction in the latter period was the result of the P.W.A. 
program. The stimulation of new construction is imperative because 
of this resulting accumulated deficit. 
Today, the United States has about 1,100,000 beds in general, 
special, mental, and tuberculosis hospitals. According to the minimum 
professional standards of good care, about 1,500,000 beds will be 
needed by the end of the next decade. This means a deficiency of 
about 400,000 beds. Measures to fill this need would include the 
construction of at least 500 hospitals of 30-60 bed capacity in rural 
and sparsely settled regions which have inadequate hospital facilities. 
AMERICAN MEDICAL NEEDS 
By 
HUGH CABOT, M.D. 
Dean of the Medical School, University of Michigan, 1921-90 
(From American Scholar. Vol. V, January, 1936, p. 95.) 
Very roughly and generally speaking the cost of illness per capita 
the United States at about 1930 was $30 per person. This does not 
sound like a prohibitive sum, but it does not in fact represent the 
expense which many people bear. The cost of illness is very unevenly 
distributed, and in any one year something like 10 per cent of the 
people will pay 50 per cent of the bill. Such impossible situations 
as that of a family with an income of $1,200 having medical expenses 
running to $1,000 in one year are by no means unknown. Under 
such conditions the burden of various periods show that in different 
parts of the country from 15 to 25 per cent of those people with 
disabling illness removing them from work for two weeks have no 
medical care. It should also be noted that the amount of medical 
care received by families of the United States increases directly with 
income. 
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It is next important to inquire what proportion of the people of 
the United States are comfortably able to meet their doctor's bills 
and what proportion are in more or less serious difficulties. Only a 
small group, probably about 10 per cent, with a family income of 
$5,000 or more are regularly able to pay their doctor's bills, as they 
occur, without serious inconvenience. A large group, something like 
40 per cent, with family incomes ranging from $1,000 to $2,500 have 
sufficient income to pay their doctor's bills on the average but are 
quite unable to do so regularly on account of the tremendous varia­
tion in the load. . . • There is next a considerable group, amounting 
to something like 15 per cent, with family incomes of $1,000 or less 
who can meet only a part of their doctor's bills even under the best 
of conditions. Finally, there is a considerable group properly classi­
fied as indigent, amounting to something like 43h per cent of the 
population. . •• 
The number of physicians in the United States is larger in pro­
portion to the population than in any other country in the world. 
At the present time there is something like one physician to every 
780 people. In most European countries the number varies from one 
per thousand of the population to one to 1,700 or 11800. With the 
number we have it should be possible to deliver a good article of 
service. It is more difficult to estimate the number of people available 
for nursing service, but it is undoubtedly true that we have con­
siderably more nurses per capita than is the case in other countries, 
and perhaps enough to fulfill reasonable requirements. The supply 
of dentists is undoubtedly less than will be sufficient to meet actual 
needs as they exist today. Of hospitals we have many and they have 
grown very rapidly in number and capacity during the last twenty 
years. In total they are perhaps enough, except in certain special 
fields, but their distribution is faulty. There are more than enough 
hospital beds in many thickly populated districts and not enough in 
many thinly populated areas. Of hospitals for the accommodation 
of chronic disease, importantly of mental disease, tuberculosis, 
cancer, chronic rheumatism, there is a serious shortage. Of the 
personnel needed to carry on what is commonly referred to as public 
health work, that is to say, public health officers, public health nurses, 
and their necessary laboratory assistants-there are not enough at 
the present time to do the work properly..•• 
Obviously physicians will not go to or will not remain in regions 
where they cannot support their families. With the relatively large 
number of physicians per capita it has frequently been suggested, 
chiefly by medical societies and medical organizations, that there are 
too many physicians. This question obviously turns upon whether we 
propose to offer a good grade of medical service to the whole popula­
tion or whether we shall continue to offer a good grade of medical 
service only to those who can pay in full or in part.••. 
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The question of the income of physicians in recent years next 
becomes important. • . . In 1929 the median income of the physicians 
of the country was $3,705. However, 24 per cent had a net income 
of less than $2,000. Twenty-eight per cent had a net income of less 
than $4,000, and 75 per cent had a net income of $7 ,000 or less. 
Quite clearly these incomes are not high and are probably too low, 
taking into consideration the long and expensive educational require­
ments-which run to ten years and not less than $10,000. 
The situation is further complicated by the custom, as old as 
medical practice, under which physicians treat a very large number 
of patients quite without expectation of reward. It is variously 
estimated that physicians spend from a quarter to more than half 
of their time on such charity service. As a result of this there has 
grown up the "sliding scale" of medical fees under which the more 
opulent members of society pay very large fees in order that 
physicians may have time to care for the more or less indigent.... 
Thus it may easily come about that rich people pay an amount several 
hundred times greater than do their brethren in somewhat straitened 
circumstances. . .. 
It seems to me quite clear that the depression has had a serious 
effect upon medical service. It has undoubtedly led to a very common, 
although wholly improper, practice of fee-splitting, under which the 
general practitioner with patients requiring the services of a special­
its distributes his patients, not to the most competent specialist, but 
to the one who will offer him the largest slice of the fee. Another 
source of less satisfactory service has been the tendency of the gen­
eral practitioner to undertake, in order to maintain his income, to 
carry out work which belongs in the field of the qualified special­
ist. . . • On the other hand . . . many physicians have found them­
selves in very much straitened circumstances, and a few of them 
probably actually in the breadline. This has led to the tightening 
up of medical organizations in the attempt to obtain for their mem­
bers a larger share of the diminished income of the country . . . 
Similar organizations in other countries, such as the French 
syndicates of physicians, have become frankly and often chiefly 
concerned with obtaining income for their members quite without 
regard to the welfare of the patient. . • . 
Furthermore, whereas before the depression doctors were collecting 
a large proportion of their income from about 10 per cent of the 
population-those with an income of $5,000 or more-this source of 
income has been violently contracted and the medical profession is 
now trying fo make a living out of a group that is smaller and 
perhaps permanently diminished. This has given rise to the declara­
tion by the American Medical Association that there are too many 
physicians and that the number should be progressively decreased. 
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This of course, if proceeded with, means that we abandon any idea 
of offering medical service to the whole population and concern our­
selves only with maintaining the incomes of enough physicians to 
care for the reasonably well-to-do. This is a somewhat brutal method 
of stating the argument but it is substantially the fact. 
AMERICAN MEDICAL ASSOCIATION STUDY OF 
MEDICAL CARE: HARRIS COUNTY, TEXAS 
(From Journal of the American Medical Association, Je.nue.ry 14, 1939, p. 1'9. ) 
The Harris County Medical Society of Texas returned a very 
complete summary of its study of the need and supply of medical care 
in its county. Harris County has a population of 425,000 of which 
the Houston District contains the greatest proportion, about 340,000. 
The thoroughness with which the county medical society carried out 
this study is verified by the number of returns they obtained, as 
indicated in table 1. 
TABLE 1.-BASIS OF STUDY 
Number 
Returned 
Number e.nd Used 
Sent in Study 
Distribution of forms 
Physicians ----------------------------------------------455 266 
Dentists ---·----------------------------------151 34 
Hospitals -------- --------------------------------- 12 10 
Nurses organization ---------------·-------- --- 1 1 
Health departments ----------------------------- 2 2 
Welfare and relief agencies --------------------- 23 20 
Schools ---------------------------------- ·---------- 3 3 
Colleges ------- ------------------------------- 3 3Other organizations _______________________________268 251 
Pharmacists ------------------------------------300 59 
It is significant to note that the welfare and relief agencies, the 
health departments, the nurses' organization, the hospitals, the schools 
and the other organizations which arrange for or provide medical 
care are practically 100 per cent represented, while the percentage 
of physicians, dentists and pharmacists who returned reports is con­
isderably less. 
Table 2 is a summary of the figures reported by the ten hospitals. 
During 1937 the hospitals cared for 22,186 pay or part-pay 
patients, 11,159 public charges and 10,712 free patients. Seven of 
the hospitals maintain out-patient departments and treated 101,593 
patients in those departments during the year. A total of 1 331 
persons needed medical care but were not admitted as bed pati~nts 
because they were indigents and were referred to the City-County 
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Hospital or because they were not residents of the county and there­
fore were ineligible for county aid. The tuberculosis hospital 
reported failure to provide care for some because of lack of beds. 
Some persons were turned away because they failed to keep their 
appaintments. 
In determining a person's ability to pay for hospitalization, the 
hospital personnel based their decision on the person's income after 
expenses for necessities-food, rent and clothing-had been deducted. 
In the hospital outpatient departments 101,593 patients were 
treated. These patients made 118,397 visits; free medicine was pro­
vided by pharmacists in 2,013 cases, and they compounded 5,207 
prescriptions at cost or reduced fees during 1937. 
TABLE 2.-INFORMATION OBTAINED FROM HOSPITALS 
Semi- Total 
Private private No.of 
Rooms Rooms Wards Beds 
For: 
General medicine and surgery____ 471 222 68 761 
Maternity --------------------------­ 35 103 13 151 
Children -------------------------------------- 16 23 32 71 Nervous and mentaL_____________ 
Tuberculosis ------------------------------­ 172 172 
All others ---------------------------------- 26 6 32 
Total -------------------------------- 648 354 285 1,187 
Bed occupancy ---------------------------------­ 84.22% 84.90% 84.22% 
Rates per day 
High -----------------·--------------------------­ $10.00 $4.60 $3.50 
Low ---------------------------------------------­ 4.00 3.50 3.00 
The 266 physicians included in the study reported that they had 
given free service to 22,726 persons in their offices, in the homes or 
hospitals and had devoted 27,971 hours to free patients in clinics. 
The thirty-four dentists provided 994 persons with free care in their 
offices and gave 960 hours of free service in clinics. 
To check the figures returned by the physicians and dentists a 
check form was sent out on which the physicians and dentists kept 
a record of the services they performed for seven consecutive days. 
A summary of the data returned on these check forms is given in 
table 3. 
The welfare and relief agencies provide or arrange for medical 
care for the indigent with funds obtained from the federal, state, or 
county governments philanthropic organizations and private dona­
tions. The relief agencies employ social workers to make a detailed 
investigation of all persons referred to them by physicians, hospitals, 
individuals and various organizations to determine the economic 
status of these persons and their need for assistance in obtaining 
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medical care and hospitalization. Persons eligible for relief and 
emergency cases in need of hospitalization are taken to the City­
County Hospital. During the year the welfare and relief agencies 
reported that they had been unable to provide medical care to seventy 
persons who needed such care. They stated that the reason for this 
was that in most cases the persons were not residents of the county 
and therefore were ineligible to receive county aid. 
TABLE 3.-SERVICES PERFORMED FOR SEVEN 
CONSECUTIVE DAYS 
No. of 
No.of 
Persons 
No. of 
Persona 
Refer red 
wx.w:­.a 1 
LI 
No. of 
P ersona Served to Other Free 
Da:va 
Who 
Received 
Services 
Without 
Any 
Charge 
Sources 
of Free 
Services 
Surgical 
Opera­
tiona 
Physicians 
1 - - --­- ---­----­ 1,735 278 41 26 
2 - ---­--- -----­ 1,711 467 37 27 
3 
-------­ - ­---­4 _ _ 
- --­5 _____ 
1,506 
1,568 
1,663 
217 
203 
225 
24 
28 
40 
26 
23 
33 
6 - --­ -­ 1,538 255 36 47 
7 1,371 162 28 10 
Totals 
- --­-
11,092 1,807 234 192 
Dentists 
1 171 16 1 4 
2 185 22 1 5 
3 167 14 6 
4 --­ 187 24 1 
5 -­ 181 18 2 
6 
7 _ _ 
180 
154 
13 
19 1 2 
Totals 
- - -­
1,225 126 3 20 
The nurses' organization, with twenty-two full-time public health 
and visiting nurses, reported visiting 2,354 persons in 1937 who were 
not receiving medical care. Of this number seventy-eight were unable 
t c. obtain medical services. The reasons for this inability were the 
distance to any source of medical care and lack of funds to pay for 
medical services; in some cases the persons were transients who had 
no funds to pay for such services. The nurses stated that they had 
provided care to all persons who had requested their services. 
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The health department had no requests for medical services that 
could not be provided, and they knew of no person in need of 
medical care who was not receiving such care. 
The elementary and secondary schools, which provide physical ex­
aminations, reported that 14,992 of the pupils needed some medical 
care but that only twenty of these were not provided with the needed 
care, and that was due to their parents' negligence or procrastina­
tion. 
The physicians and dentists listed eight instances in which medical 
or dental care was not given to persons needing or requiring such 
services. Their reasons were summarized as follows : 
1. Personal differences between patient and doctor. 
2. No bed available. 
3. No funds. 
4. No reason given. 
For the whole area, 2,196 persons were unable to obtain either 
medical, dental or hospital care. The one reason for failure to 
provide this care given by the organizations reporting the majority 
of these cases was that the persons were transients and ineligible 
for county aid. 
With regard to preventive medicine, 110 physicians perform pre­
ventive services in private practice, four in the health departments 
and thirty-six for other agencies. All children who entered school 
for the first time in 1937 were successfully vaccinated agai.nst smail­
pox. For each 1,000 children born alive 200 were immunized against 
diphtheria. One per cent of the births were not attended by a 
physician or midwife. Of the total number of obstetric patients, 
26.8 per cent waited until afted the third month of pregnancy before 
consulting their physicians. 
ARRANGEMENTS FOR LOW INCOME AND 
INDIGENT PATIENTS 
What plans, understanding or arrangements exist by which the 
county medical society and other organizations undertake to provide 
or arrange for medical services for those who need and are unable 
to pay for such services? 
Nurses' organization.-None. 
Health departments.-There is a liasion committee of the Harris 
County Medical Society. Through this committee and the board of 
health the plans are working out agreeably between the county med­
ical association and the city health department. 
Welfare and relief agenci.es.-1. There is no formal arrangement. 
I would like to have one. I would like to discuss the subject of fees 
so that we would be operating our clinic in complete agreement with 
the feeling of the medical society about fees and other matters. 
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Many of our cases are not medical ones. Many of the children are 
not medical cases. Many of them are examined only by our psycholo­
gist. In many cases a social worker does most of the work. 
2. Adequate care is given by the local hospitals and private 
physicians and dentists. 
3. All patients who are not violently insane and who are coopera­
tive that need general hospital care are sent to Jefferson Davis 
Hospital. 
4. We have the fullest cooperation of the doctors and social work­
ers connected with our charity hospitals. 
5. A representative of the medical society is appointed to serve 
on our agency board. 
6. We have been very much pleased with the cooperation given 
U!> by the hospitals, clinics and doctors in private practice. 
7. We refer patients needing hospitalization to either Hermann 
or Jefferson Davis Hospital. 
8. No definite policy has been established but satisfactory co­
operation exists between the hospitals and this agency. 
9. The clinics giving medical attention outside the scope of our 
free antituberculosis clinic have for years given prompt attention to 
cases sent them by us. The Houston Tuberculosis Hospital patients 
are all passed on by the Houston Anti-Tuberculosis League, which 
acts as a "clearing house" for admission of patients to this institu­
tion. 
10. Florence Crittenton Home receives excellent cooperation from 
Jefferson Davis Hospital, Hermann Hospital, the city health labora­
tories, who make laboratory tests for this agency, Texas Dental Col­
lege, Junior League Clinic, Mexican Clinic, TB Clinic, Maternal 
Health Center and the Public Health Nursing Association. We pay 
Methodist Hospital a nominal fee for the delivery of the patients in 
our institutions. 
11. Examination of school children is taken care of by the regular 
school medical staff. The Harris County Medical Society also has a 
centralizing liasion committee which arranges and provides for ex­
amination of preschool children who cannot afford a private doctor. 
Colleges and universities.-1. Physicians and dentists assist in 
health examinations and health advice. 
2. Medical and dental members of the college staff provide medical 
and dental services on a low income basis for students who require 
services on this basis. 
Pharmacists.-1. The local medical society contributes its services 
to the two charity hospitals-which takes care of the needy in this 
locality. 
2. The physicians who are members of the Harris County Medical 
Society contribute their services to patients who are unable to pay­
also service on the staff of the City-County Hospital. 
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3. Have always been able to find a doctor more than glad to take 
care of a worthy case. 
4. It is taken for granted that a physician will make a call (and 
not one has ever refused) when an emergency exists and the patient 
has no money and no income. When the emergency is relieved, the 
patient is either continued to be treated free of charge by the 
physician or is sent to the City-County Hospital. 
Secretary.-The Medical and Dental Service Bureau, owned and 
operated by the members of the Harris County Medical Society, 
undertakes to finance medical, dental and hospital service for any 
one who does not wish to apply to a clinic or charity hospital. 
COMMENTS 
The number of comments which accompanied this study is so great 
that it is not possible to publish them all. A summarization repre­
sentative of each group is given: 
Phyaiciana.-The number of free clinics, governmental hospitals 
and philanthropic organizations which provide medical care offer 
every one an opportunity to obtain medical care. This abundance 
of free services available tended to create malingering by people who 
could well afford to pay for medical services. The amount of free 
services performed by the physicians has already been given. 
Dentista.-The majority of the people could obtain and pay for all 
necessary dental services if they made a sincere effort to make ar­
rangements for obtaining the services. The indigent are provided 
for in the free clinics and by the relief agencies. The people in the 
low income groups can secure good dental services at rates within 
their ability to pay just as easily as they obtain any other services 
or goods they really desire. There is need for more restorative 
dentistry among the low income group. 
Hoapitala.-In no case has there been any refusal to hospitalize 
patients regardless of their financial status. 
Welfare and relief agenciea.-There is need for additional funds 
to provide medical care for persons with infectious diseases, especially 
venereal diseases, and for persons with chronic illness who need in­
stitutionalized care. Some arrangement is needed to enable relief 
agencies to provide medical care for transients and non-residents 
who are now ineligible for county aid. 
Health departmenta.-An increase in the county budget to provide 
more medical care for the indigent and persons in the low income 
group would solve the problem. 
Schoola.-School children have adequate medical care. There is 
need for a free dental clinic supported by public or private funds. 
Other organfaations.-In the Houston district 218 business estab­
lishments assist and encourage their employees to become members 
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of group hospitalization plans that are offered by insurance com­
panies. Other business organizations have employees' mutual benefit 
associations that pay sickness and death benefits to members or mem­
bers' dependents. 
Pharmacists.-There is adequate medical service available for the 
people in all income groups at fees they are able to pay. The indi­
gents are provided for through the relief agencies or at free clinics. 
There is a great need for a filter system that will prevent the 
people who can afford to pay from obtaining medical care at the 
free clinics. 
Too many people go without medical care because the physicians 
will not help them to obtain free care. 
Nurses.-There is need for a medical social service filter system 
w determine eligibility of persons in the low income group for free 
care or for medical services at rates commensurate with their ability 
to pay. 
REPORT OF SURVEY OF THE DISTRIBUTION OF 
MEDICAL SERVICE IN TEXAS, 1938 
By 
HOLMAN TAYLOR, M.D. 
Secretary, State Medi.cal Association of Texas 
In making the survey in question, we experienced considerable diffi­
culty in the matter of engaging the interest of the medical profession 
of the State. There was, on the face of it, so little need for such a 
survey in the State of Texas, the county medical societies could not 
be made to appreciate the importance of the survey as a nation-wide 
enterprise. However, those county societies which did see the need of 
a survey of this character, at this time, prosecuted the same with 
vigor and expedition. Some of the reports were of an outstanding 
nature in completeness. It is believed that these reports alone will 
suffice to establish the facts pertaining to the distribution of medical 
service in this State. 
Participating county medical societies sent out 2,491 Forms No. 1, 
for the report of the physician for a period of one year. There were 
returned, duly accomplished, 1,045 of these questionnaires, a per­
centage of 42. 
There are 128 county medical societies in Texas, some of them 
including several counties in their scope of activities. Of these, 41 
participated in the survey, covering 78 of the 254 counties in the 
State. 
There are 4,526 hospital beds available to the public. No effort has 
been made to determine the proportion of beds reserved for special 
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cases. The percentages would be too small. As will be noted in this 
report, there are 59 counties without hospitals, although there are 
hospitals available to practically all counties with sufficient popula­
tion to require the service, as also will be noted elsewhere in this 
report. There are numerous small, privately-owned hospitals in the 
State which serve comparatively large territories. A properly con­
trolled system of subsidy for small hospitals would very definitely 
meet the hospital needs in Texas, but it should be pointed out that 
the sparsely settled sections of the State do not need and could not 
utilize to anything like as economic extent, large and elaborately 
organized hospitals. It would seem that the best service that could 
be rendered in this connection, would be thorough equipment and 
support upon an adequate basis, of numerous small hospitals rather 
than a few large hospitals. In any instance, development of hospital 
service of this State should be carefully controlled and through local 
authorities and the medical profession locally, as set up in the 
National Health Program, first utilizing and expanding existing hos­
pitals and sanitariums. 
It will be noted that there are five counties in the State with no 
resident practicing physician. These counties are located in sections 
of the State thinly populated. One not acquainted with the condi­
tions in this section of the State would assume that the people in the 
counties mentioned are without medical attention. They are not. 
Physicians practicing this territory think nothing of traveling many 
miles in the delivery of their services. As a rule, the roads are 
good, and the weather rarely, if ever, interferes with such trips. 
The population of the counties located in this section of the State 
might make it appear that there are enough people to support physi­
cians. The truth is, these counties are of much greater area than 
the average county throughout the country, and the people are so 
scattered that there is not sufficient concentration at any point for 
the support, even upon a subsidy basis, of a practicing physician. 
The people concerned do not understand that they are being denied 
medical service, and they are not. 
There are five counties in the State having an insufficient number 
of physicians, according to the standard of 2,000 people or more per 
physician. The remarks just made, with reference to the counties 
in which there are no practicing physicians, apply to this situation. 
It does not seem advisable to repeat. 
There are fifty-nine counties in the State without hospitals. As 
remarked above, some of these counties would appear to have a 
sufficient number of people to support hospitals, but either because 
of small centers of population and great distances between such 
centers, or because of hospitals near the counties concerned, there is 
really no deprivation in this connection. It is probably true that 
with modest subsidies, hospitals could be supported in some of the 
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counties concerned, but as a rule, it is considered that no disturbing 
shortage of hospital facilities exists in these counties. There are 
counties in the list with fairly dense population, in sections of the 
State relatively well populated which do not have hospitals, but they 
in the main, are small counties with hospitals in neighboring counties. 
There are two counties in which there is a sort of subsidy for the 
support of practicing physicians. The subsidy is in the form of a 
salary to a county health officer, which office can be filled in Texas 
by a salaried official without regard to the amount of actual practice 
done for the county. In this State, county commissioners appoint 
county physicians, and pay them for service as both county physician 
and county health officer. It is understood that salaries are paid in 
the two instances named in the report in order to insure the people 
in each county of a practicing physician. 
The State of Texas does not own or operate any charity hospital 
at all, as such. The charity hospitals of this State are owned and 
operated by cities, counties, cities and counties jointly, under a 
special State law, and by welfare organizations of a variety, mainly 
churches and such religious organizations. Hospital service is ren­
dered by the State in the State institutions, of course, but such 
service is rather restricted and mainly for the care of incidental and 
emergency cases. 
It will be noted that all State institutions for the care of wards of 
the State, except one, are crowded, and have waiting lists of appli­
cants for admission. This is true in spite of the efforts of our Legis­
lature each two years, to care for the existing situation. There is 
room here for a special survey, and for special effort to correct dis­
crepancies in service, even though the conditions are not notoriously 
bad. The primary deficiency appears to be a failure to provide for 
specialized medical service, looking to the cure of patients, rather than 
to care for their incidental illnesses. This is particularly true of the 
penitentiary system. There is on file in the office of the State Med­
ical Association of Texas, and in the office of the Penitentiary Board 
of the State, statistics covering a very extensive survey of medical 
conditions existing in the penitentiary, in the matter of physical con­
dition of inmates, including both mental and physical ills. The survey 
was made by a committee appointed by the State Association, headed 
by Dr. A. C. Scott, Sr., of Temple. The personnel of the committee 
was of the highest, from a professional angle, and there was no 
charge for the service other than as to the actual expenses incurred. 
The State Penitentiary Board cooperated fully and enthusiastically 
in the work. Nothing in particular, however, came of the survey. 
There was some improvement in medical service, but not without a 
thorough reorganization, and a practically complete change in policy, 
could the desired results be attained. That has never happened, and 
won't happen so long as this service is subservient to political au­
thority. Our penitentiary system comprises a central plant, where 
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there is a fairly efficient but small hospital set-up, and a large 
number of farms, each farm under the complete control of a man­
ager. Convicts are housed in barracks on these farms, under heavy 
guard. There are 7,000 inmates. There are as many as 1,500 in 
barracks on a single farm. To render adequate medical and sanitary 
service to such concentrations, under the existing conditions would be 
so expensive as to make the farms appear quite expensive and 
not, as is the case at present, productive of an income which greatly 
lessens the cost of prison care. This creates an economic situation 
hard to overcome. Medical service is rendered each farm on a 
contract basis, the physicians located in neighboring communities 
being employed on a part-time service basis. Nursing and other 
service rendered the sick on these farms, is by convict labor, partly 
trained in the system. Even this service is subject to modification 
at the will of the superintendent of the farm concerned. There is 
a physician on the State Prison Board, but he is one of nine members, 
and cannot control the situation except through his powers of per­
suasion and his personal influence. 
The Health Department in Texas is well organized and functions 
adequately, considering the financial support it receives, which finan­
cial support is relatively inadequate. Were conditions in Texas 
equivalent to those in the more crowded states in the country, the 
financial support received by the State Health Department of Texas 
would be ridiculously low. As it happens, most of the State of Texas 
is favored by climate and other conditions conducive to good health. 
There is a heavy incidence of malaria and hookworm, at least there 
has been in certain sections of the State, rather definitely outlined. 
It may be said to the credit of the State Board of Health and the 
State Health Officer, that maximum results from money appropriated 
for the support of the State Health Department, are attained in 
these as well as the more healthful sections of the State. 
The State Health Department, to a large extent with the support 
of federal funds, has for the past several years been prosecuting a 
rather successful educational campaign throughout the State, par­
ticularly along the lines of maternal and child health, venereal dis­
eases, tuberculosis, malaria, and oral and industrial hygiene, not to 
mention such general service as epidemiology, sanitary engineering 
and the like. In these enterprises the State Medical Association has 
joined heartily and effectively, the Association maintaining commit­
tees on the several activities mentioned, which committees are directed 
to work in close cooperation with, and largely under the direction 
of the State Health Department. 
The State Board of Health approves of lists of physicians author­
ized to treat crippled children under the crippled children law of the 
State. In this connection, it may be said that there is an increased 
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disposition in the State to look upon the State Health Department as 
the family looks upon the family physician. 
The medical profession of Texas, through the State Medical Asso­
ciation of Texas, has entered into an agreement with the 'Farm 
Security Administration of the Federal Government, through which 
agreement medical service is furnished clients of the Farm Security 
Administration. In this agreement, the State Health Department 
serves unofficially and without mention. Under the terms of the 
agreement, it will be noted that county medical societies are author­
ized to enter into direct agreement with the administration, under 
which each family receives complete medical service for the year, in 
return for such funds as the families concerned are able to borrow 
from the administration for this purpose, regardless of the amount 
of money thus available, or the amount of service to be rendered. It 
will be noticed particularly, that this agreement does not permit the 
pooling of monies the clients concerned are able to borrow from the 
administration and the distribution of money thus pooled to the pay­
ment of those who happen to require medical service. The purpose 
of this prohibition is frankly stated to be inhibitory of the develop­
ment of a panel system of practice, such as has been found to be so 
objectionable from the standpoint of both the physician and his 
patient, wherever it is in effect. Even so, there has been a pooling 
of funds in certain sections of the State, for the purpose in hand. 
The State Medical Association has so far refrained from objecting to 
this practice, on the ground that such pooling of funds is by way of 
formation of volunteer insurance organizations under the recent 
agreement of the American Medical Association that subsidies 
through such organizations is ethically tenable, so long as they are ac­
complished under the laws of the states concerned, and the patient 
has free choice of physician, with no intervention between the patient 
and his physician, either by the government or any other agency. 
There are said to be 50,000 farm families in the State of Texas, which 
are clients of the Farm Security Administration. 
The State Medical Association of Texas has joined the State Health 
Department in the support of numerous volunteer organizations look­
ing to improvement of health conditions of the State, along both 
general and special lines, notably societies for mental hygiene, the 
Texas State Social Hygiene Association, the Texas Tuberculosis 
Association and the like. 
For the past two years, the State Medical Association of Texas 
has actively joined the State Health Department in promoting post­
graduate courses for physicians, on the subject of maternal and child 
health, at each of which brief courses there is at least one meeting 
for the laity. There were forty-five such schools conducted in the 
State last year. 
On the whole, it is the opinion of the Council of Medical Economics 
of the State Medical Association of Texas, that medical service in 
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Texas is the most readily available service of any to which the people 
have access. The medical profession of Texas, regardless of affilia­
tion with the State Medical AssoCiation, is quite evidently competent, 
active and conscientiously engaged in both the prevention and the 
cure of disease. It is quite clear, from our survey and our individual 
and collective observations personally, that so-called "medical in­
digency" does not exist in Texas to such an extent as to attract 
attention. Certainly the State of Texas does not furnish its pro rata 
share of the alleged 40,000,000 "medical needy" of the country as a 
whole. Accepting the definition of "medical needy" as set up by the 
American Medical Association, under which definition those persons 
are deemed "medical needy" who do not have sufficient funds to 
employ a physician after they have purchased other necessities of 
life (in judgment of local authorities), in lieu of the definition set 
up by the interdepartmental committee to coordinate health and wel­
fare activities of the Federal Government, under which definition an 
income of $800 per year is the deciding factor, there may be said 
to be practically no "medical needy" in the State of Texas. This is 
true because ~he medical profession of Texas will not permit people 
to go unattended, if their need is made known. In this connection, 
it might be pointed out, that in some sections of Texas an income of 
$800 would be quite sufficient to supply every need of a family. It is 
equally true that in other sections of the State the amount mentioned 
would not be altogether sufficient for all needs. 
In this connection, it may be said that the medical profession in 
several large communities of the State, through county medical 
societies, assumes to render service to the "medical needy" in the form 
of clinics, in which clinics practically the entire personnel of the 
medical societies concerned functions, rendering the same service 
that the respective physicians render to their paying patients. This 
custom alone practically wipes out the need for the use of the term 
"medical needy" in this State. The subsidy anticipated by the 
House of Delegates of the American Medical Association for the care 
of the "medical needy" will find its first and most helpful application 
in the support of such clinics as this, including, advisably, remunera­
tion for those who render the service. 
DO WE HAVE ADEQUATE MEDICAL CARE 
IN TEXAS? 
By 
THE EDITOR 
Most of the figures which we have on the need for medical reform 
apply to the United States and not to Texas alone. The editor of 
the bulletin communicated with the Texas State Health Department 
asking for information regarding health conditions in Texas and 
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was referred to the State Medical Association of Texas at Fort 
Worth. Thus the only studies we have on the need for medical 
reform in Texas alone (see the account by Dr. Holman Taylor and 
the study of Harris County) were made under the direction of the 
American Medical Association, which had insisted for years before 
it conducted these surveys that there was little need for medical 
reform. And both of these studies reach the startling conclusion 
that medical care in the State of Texas and in Harris County is 
entirely adequate. 
In July, 1938, a Government committee, headed by Miss Josephine 
Roche, reported to the National Health Conference at Washington 
some interesting material on the incidence of disease in poor families. 
The following description of the report is taken from New R epublic.1 
In families on relief, acute illness is 47 per cent more prevalent 
and chronic illness 87 per cent more prevalent than in families with 
incomes of $3,000 or more. 
Non-relief families with incomes of less than $1,000 have twice 
as much illness disability as families with more than $1,000. 
Infant mortality is five times as high in families with less than 
$500 a year as in families with $3,000 or more. Half the babies 
are born to families on relief or with less than $1,000. The majority 
of low income families do not receive adequate pre-natal care; at 
least half the deaths of mothers and children in the first month of 
life are preventable. 
Forty per cent of the counties in the United States, containing 
17,000,000 persons, do not have a registered general hospital. 
About 40,000,000 persons, in families of less than $800 annual 
income, cannot pay for medical services and in many cases do not 
receive adequate care. 
These figures do not differ materially from those contained in the 
report of the Committee on the Costs of Medical Care in 1932, but in 
general both the studies indicated that there are grave medical needs 
in the United States. The State of Texas was included in both these 
surveys. 
When the pronouncements were made at the National Health Con­
ference in July, 1938, the American Medical Association went on 
record disputing the medical needs of the Nation as outlined at the 
Conference. Then the American Medical Association undertook on 
its own hook to ascertain the medical needs of the United States. 
This study was conducted by an organization which has persistently 
claimed that the medical needs of the Nation are now being ade­
quately served. One Texas doctor stated to the writer : 
My position is that the subject should be studied in a spirit of 
scientific inquiry. I resent the propagandist's methods of the 
American Medical Association. My conclusion is that the problem
should be studied dispassionately, particularly by observing the 
lGeor ge Soule, "Government Fiirhts for Health," New Republic, V . 95, August 3, 
1938, p. 350. 
69 Socialized Medicine 
experiments that have already been made in other countries and 
by making experiments of our own on a limited scale. I object to 
the persecution of men who are making worthwhile experiments. 
Another Texas doctor (quoted elsewhere) stated that politicians 
were in charge of the American Medical Association and led it into 
its reactionary position regarding medical reform. Officers of the 
Association have stated many times that they did not oppose medical 
reform, but in every specific case involving any kind of reform, the 
A.M.A. has opposed such reform root and branch. In Dallas in 
1932 a group of Texas doctors entered a contract to furnish at a 
fixed rate medical service to the employees of the Dallas Street Rail­
way Company. After protracted trials, these doctors were expelled 
from the Dallas County Medical Society, the State Medical Association 
of Texas, and the American Medical Association on charges of 
"unethical" practice. Notable instances in which organized medicine 
under the leadership of the A.M.A. has opposed group medicine of 
all sorts involve the Ross-Loos Clinic of Los Angeles, Dr. Michael 
A. Shadid's Cooperative Clinic in Elk City, Oklahoma (see his book 
listed in the Bibliography), and the Grolql Health Association of 
Washington, D.C., whose membership is taken from the employees of 
the Federal Home Loan Board. The Federal Horne Loan Bank 
Board gave its official blessing to the health insurance scheme by 
allotting $20,000 a year to see the system through. Members of the 
association if single pay $2.50 per month, and with families $3.30. 
The members pay two-thirds and the Government one-third of the 
cost. The Association plans to include dentistry in its services later 
on.2 The doctors involved in the Washington project were expelled 
from the Medical Society, had their patients excluded from private 
hospitals, and were so effectively hampered by the opposition of the 
medical organization that the Department of Justice early in 1939 
initiated antitrust proceedings against the Association and the Dis­
trict Society on the ground that they were restraining trade. 
One of the most interesting experiments in group medicine is the 
Milwaukee Medical Center.8 The employees of the International 
Harvester Company and other company employees in Milwaukee got 
together in April, 1936, and formed the Milwaukee Medical Center. 
The organization provides medical care under fiat rate prepayment 
arrangements with five doctors (the number of doctors has since 
been raised to seven). By August, 1938, the services of the Mil­
waukee Medical Center had been extended to more than 6,500 people. 
The experiment differs from the Ross-Loos Clinics of Los Angeles, 
California, in that the Milwaukee Medical Center takes in individual 
or family memberships as well as group memberships. Rates are 
•see "Taxpayer Paya the Doctor.'' Na.tion's Buainess, V. 26, Nov., 1937, p . 68. 
'The preaent description is taken from A. and H. Biemiller, ":Medical Rift in 
Milwaukee.'' Sur1lel/ Gr1111hic, V. 27, August, 1938, pp. 418-20. 
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charged all members as follows: $1 for one person, $2 for a couple, 
and $3 for a family regardless of size per month. The rates must 
be paid six months in advance, and applicants for membership must 
have a physical examination before they are permitted to join. The 
five doctors who were originally included on the Medical Center staff 
were asked to resign from the County Medical Society for unethical 
conduct; they refused to resign and were dismissed from the Medical 
Society, as were also the two new doctors who were admitted to 
practice under the Medical Center arrangement. The Medical Society 
disbarment has resulted in the exclusion of the patients of all these 
doctors from all but two hospitals in the city. The local society was 
supported in its action by the A.M.A. 
The American Medical Association, then, did not approach its sur­
veys of Texas medical needs free from bias. It has opposed all 
types of reform in medical economics with every resource at its 
command, presumably because its realizes that an admission of need 
anywhere will cause a leak in the dam, the leak will spread, and 
soon the deluge will overtake the present system of private practice. 
One Texas doctor told t)le writer it was his opinion that no doctor 
replied to the questionnaire on which the survey was based unless 
he was definitely in sympathy with the understood objectives of the 
survey. This doctor further stated that he, as a doctor, did not 
know or hear of people who stood in need of medical care and could 
not get it, since his contacts led him only to the indigents who had 
no income or to persons who could pay or who had made up their 
minds to get medical service and then beat the doctor out of his fee. 
He, then, as a doctor, felt that he did not know and could not be 
expected to know of unsatisfied medical needs in his region-that only 
social workers who went out among the poor and needy and investi­
gated their condition could be expected to have dependable data on 
the adequacy of the medical care received by these people. 
The American Medical Association concluded its survey early in 
1939, and at its St. Louis meeting in May it was announced that their 
conclusion was that the number of people who now did not receive 
adequate medical care was much nearer to forty thousand than to 
the forty million which was quoted at the National Health Confer­
ence. Incidentally, it should be noted that both statements hedged a 
little. The Conference statement was that forty million people were 
unable to pay for medical service "and in many cases do not receive 
adequate care." The A.M.A. statement is that the number of med­
ically needy "is much nearer to forty thousand than to forty million." 
The truth of the matter must be, then that there are many people 
who do not get adequate medical care. One does not need statistics 
to refute the statement that there are no persons in Texas who are 
medically needy; all one needs to do is to look around him to find 
cases of such need. A gentle reprimand was given the medical 
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profession of Texas by the new President of The University of 
Tex&ll in May, 1939:' 
GALVESTON, May 31.-Dr. Homer Price Rainey, new president
of The University of Texas, told graduates of the University's
Medical Branch and John Sealy College of Nursing in a commence­
ment address here Wednesday night that the medical profession 
for both its own good and the welfare of the Nation, should study 
objectively the highly controversial subject of medical economics 
and public health. 
"We know that a very large percentage of our population cannot 
afford adequate medical care and that as a result a large per­
centage of our people every year are going entirely without it," the 
educator said. "The result of this situation is that medical eco­
nomics has now become one of the most important social issues. 
This issue is already well joined in American life, and, in myjudgment constitutes one of the most important problems facing
those of us who are interested in and resPonsible for medical 
education. 
"The problem of medical economics," he continued, "is so highly 
controversial, and the issues are so complex and so involved, that 
it is going to require the most effective statesmanship that we can 
command to resolve it satisfactorily. We cannot, however, neglect 
our responsibility with regard to it simply because it is contro­
versial. The present situation is quite unsatisfactory, and the 
public is beginning to take the matter into their own hands and to 
work out their own solutions of these problems. The function of 
an educational institution in a highly controversial field such as 
this is not to take sides and to become propagandists, but to study
the problem objectively and scientifically so that those who formu­
late public Policy may do so in the light of the best knowledge 
obtainable." 
To the question, "Do we have adequate medical care in Texas?" our 
only answer can be, then, that Texas is just about an average state­
and whatever figures fit the United States as a whole will fit the State 
of Texas on a proportionate basis. If the debater can prove a need 
for reform of medical care in the United States, he has in effect 
proved such a need for the State of Texas. As a matter of fact, all 
medical reform will most likely come through the states as agencies. 
Even the National Health Bill of 1939, as proposed by Senator 
Wagner of New York, provides for grants of money for health pur­
poses to the various states, to be used either for insurance or social­
ized medicine. Incidentally, therefore, any one who argues that our 
socialized medicine should come from Washington and not from 
Austin has a very poor Point for argument; even with the Wagner 
Bill in effect and with federal grants of money available to the states, 
the question of socialization of medicine would still be for Texas 
to decide. 
Do we have adequate medical care in Texas? If you would rather 
believe the American Medical Association Report than the findings 
•Associated Presa Release. May Sl, 1939. 
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of the Committee on Costs of Medical Care, the report of the Inter­
departmental Committee to the National Health Conference, and your 
own powers of observing the need for such care all around you, then 
the answer is that we do have adequate medical care in Texas. 
HOW OUR DOCTORS HAVE BEEN PUSHED AROUND 
THE SAGE OF BALTIMORE UNLIMBERS IN 
THEIR DEFENSE 
By 
H.L.MENCKEN 
(From America's Future, Mid-Spring Issue, 1939, p . 5) 
When the Hon. Thurman W. Arnold, Assistant Attorney General of 
the United States, announced from the New Deal Kremlin that he 
was about to proceed against the American Medical Association as a 
wicked and unlawful monopoly, the project appeared to be only an 
elephantine sort of practical joke. . . . The present disingenuous 
assault upon the American Medical Association did not originate in 
the Department of Justice. It originated in quite other quarters and 
has been going on for a long while. There are doctors who aspire to 
office in the association, with all the honors and dignities thereto 
appertaining, but do not seem to be able to get the necessary votes; 
they appear to believe that their chances would be better under some 
sort of medical new deal. And there are quacks who have felt the 
association's heavy hand. They are against it on all counts and to 
the death. 
Both these parties have been on the war path for years. Of late 
they have been joined by a miscellaneous rabble of pinks, some of 
them outright converts to the Moscow hooey and others members of 
the "I'm Not a Communist-But" Association. The aim of these 
brethren is to nationalize the profession of medicine in the United 
States as it has been nationalized in Russia. Some of them say so 
frankly, and undertake to prove idiotically that the Russian system 
is better than the American. The rest, less honest, root for it without 
openly advocating it.... The Group Health Association, I have no 
doubt, is careful in selecting its medical staff; that fact is not dis­
puted by opponents of its scheme.... Obviously, no doctor who works 
under such conditions can be said to maintain a strictly professional 
status. He may have a good job; he may like it, and he may give 
competent and conscientious service to the patients assigned to him, 
but in the last analysis they are the association's patients, not his. 
It may take them away from him at will, and assign him others. It 
may take them all away from him by dismissing him. They exist 
as his patients only by the association's grace, and on conditions that 
it lays down. 
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He is no longer a free agent. He works for an association whose 
bosses have his livelihood, or the greater part of it, in their hands. 
They are tempted, in order to keep within their income from mem­
bers, to work him as hard as possible, and he is tempted, as a make­
weight, to abate his professional ardors, to the damage of his 
patients. 
A conscientious and industrious man may resist that temptation, 
but there it is, and experience with State medicine has shown that 
in the long run it has effects. In so far as the members save money 
by the scheme, the doctor loses, and the only way he can recoup is 
by cutting down on the service he offers .... But the chief objection 
to the plan, from the standpoint of the American Medical Association, 
is that it clearly paves the way for State medicine. Once it gets 
going, uplifters will arise to argue that the fees of the members 
ought to be paid by the taxpayers, and the first time the proposal 
comes to a vote it will be carried. 
Then all the doctors on the roll will become jobholders, and their 
professional labors will be largely controlled and determined by 
politicians. Some doctors believe that, with the New Deal reaching 
out constantly for more and more power, this is inevitable, and a few 
even profess to like the prospect. But the overwhelming majority 
are against it, and the American Medical Association continues to 
oppose it, Arnold or no Arnold. 
THE NEED FOR REFORM OF MEDICAL SERVICE 
IN TEXAS 
By 
A TEXAS DOCTOR 
(Letter to the Editor.) 
I am not one of the proponents of socialized medicine in Texas. I 
think I can best explain my position with a few rather simple 
statements. 
I do think that there are quite a few people in Texas who do not 
receive decent or satisfactory medical service because they are not 
able to pay for it. I, however, am not at all sure how this problem 
should be met. I think it is very evident that the people who do 
pot have any money to pay at all, who are in the indigent group, 
should be taken care of in Government hospitals, either local hos­
pitals, county hospitals, or state hospitals. I not only think they 
should have their hospitalization furnished them but they should 
have medical service furnished them and that the doctors doing this 
medical service should be paid. 
Under the present arrangement, there are a great many people 
receiving medical service in the charity hospitals in Texas, in which 
the community supports the hospital and pays all the employees 
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and all the expense of the hospital but no remuneration is given to 
the doctor. This means the time, energy, and effort the doctors 
spend taking care of these particular charity patients is naturally 
paid for by the patients who use this doctor and who pay their bills. 
Putting it in a more simple way, the burden of caring for the charity 
sick in Texas now, as far as the medical service is concerned, is paid 
for by other sick people in Texas, not by the well people in Texas, 
who could much better afford to share this burden. 
There is the argument on the part of some doctors that they do 
a decent day's work taking care of their patients who pay them; 
that this extra work they do in their charity clinics is additional 
to their usual efforts and should not be considered as being paid 
for by their other patients. This might be true for part of the actual 
time that the doctor spends; however, the fixed expenses of the 
doctor, his office, his automobile, his medical training, his post­
graduate training, his library, and all of the other expenses, the 
things that he does to prepare himself to practice medicine, are 
shared alike by the people who pay and the people who do not; 
so that means that the people who pay are really paying for those 
who do not pay. 
This, I think, probably is the most important problem that we 
should attack first because there are many people in Texas who are 
not now quite able to pay for their medical service and some sort 
of plan should be made that they would be able to do this. If the 
burden of charity medicine were taken off their backs, I think it 
would help considerably. 
I am very interested in the Bill which just recently passed the 
Legislature in Texas arranging for voluntary hospital organizations 
in Texas where people of lower income groups will be able to buy 
hospital insurance on a group budget plan. I think this same sort 
of plan could be applied to their medical service. I think by far the 
large majority of the people in Texas are able to and could pay for 
their medical service if some sort of decent arrangement was made 
by which they could save through group budgeting. 
There is, however, in Texas a relatively small group of people who 
are on the border between these two large groups I have mentioned, 
who might be considered to border on indigence. I suppose it will 
be necessary to put them with the indigent group and furnish them 
their medical service without any charge whatever. 
I think you can see from the above that my position is not what I 
understand to be "socialized medicine." At the present time, there 
is a great deal of unrest in medical circles concerning what is going 
to be done with this particular problem in that they seem to be very 
much afraid that federal legislation is going to bring some sort of 
compulsory health insurance. During this particular period of unrest 
I think very little can be done with the medical profession. I there~ 
fore, feel it wise at this time not to make very many public statements 
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regarding my opinion about the problem of socialized medicine. This 
does not mean that I do not have the courage of my convictions but 
feel it much wiser to wait until there is some time when there is a 
possibility of real accomplishment. 
I do think that the politicians who seem to have control of the 
American Medical Association are almost passing into what might 
be considered their "death struggle," and I do expect organized 
medicine to present a much more intelligent front in the near future. 
THE NATIONAL HEALTH ACT OF 1939 OR 
THE WAGNER HEALTH BILL 
Senator Wagner, of New York, introduced into the United States 
Senate in February, 1939, a national health bill based upon the 
findings of the National Health Conference and designed to supple­
ment and amend the Social Security Act. The Act as introduced 
deals with eight major problems: 
1. Maternal and child health services. 
2. Services for crippled children. 
3. Administration of grants to states for maternal and child welfare. 
4. Public health work. 
5. Grants to states for hospital and health centers. 
6. Grants to states for medical care. 
7. Grants to states for temporary disability compensation. 
8. Rules for the determination of the financial status of states. 
Title 13 of the bill calls for an appropriation of $35,000,000 for 
grants for medical care for the fiscal year of 1940; after 1940 the 
Act provides no limit for grants to the state for medical care. The 
next highest item to be appropriated by the Act is for public health 
work, which carries an appropriation of $15,000,000 for 1940, 
$25,000,000 for 1941, and $60,000,000 for 1942. 
The following discussion of the Act is taken from the Journal of 
the American Medical Association.1 
"Allotments to the several states for public health work are to be 
made in accordance with rules and regulations prescribed by the 
Surgeon General of the Public Health Service with the approval of 
the Secretary of the Treasury, taking into consideration (1) the 
population, (2) the number of individuals in need of the services, 
(3) the special health problems and (4) the financial resources of 
the state, determined as described. 
"Allotments to the states for hospital and health centers are to 
be made by the Surgeon General in accordance with rules and regu­
lations prescribed by him, with the approval of the Secretary of the 
Treasury, which take into consideration (1) the needed hospitals 
and (2) the financial resources, determined as stated. 
1V. 112, :March 11, 1939, p. 999. 
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"Allotments for medical care are to be determined in accordance 
with rules and regulations prescribed by the Social Security Board, 
taking into consideration (1) the population, (2) the number of 
individuals in need of the services, (3) the special health problems 
and (4) the financial resources.... 
"The Wagner National Health Bill proposes to authorize grants 
for three purposes that are not covered by the Social Security Act: 
(1) to provide and maintain hospital accommodations, (2) to provide 
medical care and (3) to provide temporary disability compensation. 
"Grants are proposed under the pending bill to enable the Surgeon 
General to allot to the several states money to enable them to con­
struct and improve governmental hospitals where needed, to assist 
the states for a period of three years in defraying the operating 
cost of added facilities, and to develop more effective measures for 
providing hospitals. No provision is made whereby, by grant or loan, 
any nongovernmental charitable hospital can be aided in making 
improvements or extensions or the construction of new hospitals of 
this class promoted. . .. 
"Allotments to the several states to enable them to provide medical 
care are to be made under authority of the Social Security Board. 
They are intended to extend and improve medical care, including all 
services and supplies necessary for the prevention, diagnosis and 
treatment of illness and disability, and to develop more effective 
measures for providing such care, including the training of personnel. 
These grants of federal money to the several states are to enable 
them to extend and improve medical care and are to be made on the 
basis of state plans approved by the Social Security Board. The bill 
is silent as to the permissible extensions and improvements of medical 
care that a state may make and as to whether such care shall be 
provided through a state medical service, similar to the public educa­
tional system, or by a system of state health insurance, or by payment 
for services on the fee basis." 
MEDICAL CARE UNDER THE FEDERAL FARM 
SECURITY ADMINISTRATION* 
On October 13, 1938, the Department of Agriculture at Washington 
announced the approval of plans to provide emergency medical care 
for 77,000 Farm Security Administration clients in North and South 
Dakota for $2 per month. This health-insurance cooperative in the 
Dakotas has been furnishing medical care to some 58,000 families. 
The system has been managed by the Farm Security Administration 
for its clients, who are farmers just barely above the relief level. 
*Taken from "Rehearsal for State Medicine," Saturday Evenin g Post December 17 
1938, p, 2.~. • • 
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By July 1, 1939, it was estimated that 150,000 Farm Security families 
would be under the plan. 
The largest and most successful of the cooperatives is the 
Farmers Mutual Aid Corporation of North Dakota, extending over 
the whole of the State. A fee schedule of about one-third of the 
regular rates was agreed upon, and the Farm Security Administra­
tion paid the corporation one dollar per member. The doctors based 
their bills upon a basis of one-third of their regular rates and then 
the bills were pro-rated against the money available each month. 
The money will go as follows: Doctors, 51 per cent; hospitals, 
37 per cent; dentists, 8 per cent; and druggists, 4 per cent. Most of 
the health insurance cooperatives are organized on the same basis. 
Free choice of doctors is permitted. This system is being extended 
to most other states. 
COMPULSORY HEALTH INSURANCE 
By 
HUGH CABOT, M.D. 
Author of The Doctor's Bill 
(From American Scholar, Vol. V, January, 1936, p, 95. ) 
In one form or another most of the other great countries of the 
world have instituted some form of compulsory health insurance. 
Such a remedy was suggested for this country more than twenty years 
ago. At that time, and again within the last five years, it has met 
with the bitter opposition of the American Medical Association. 
Despite the fact, which is apparently true, that in most, if not all, 
of the countries where it has been instituted, medical service is more 
widespread than here and that there are fewer people dellied service, 
the opposition of the medical profession in this country has been 
persistent. On their side they have the undoubted fact that such 
insurance has nowhere worked entirely satisfactorily. In some coun­
tries it has worked better than in others, but it has nowhere succeeded 
in delivering a first-class article. Furthermore, it stands some chance, 
particularly where the payments to physicians are taken over either 
directly by the state or indirectly through insurance companies, of 
handicapping the development of the practice of medicine and of 
more or less countenancing slipshod methods. 
One of the standing objections regularly voiced by physicians is 
that the offering of service as the result of compulsory insurance 
always very much increases the recorded amount of illness. . . . Any 
system which stands any chance of improving medical service must 
at the outset enormously increase the apparent incidence of illness, 
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although the increase is obviously apparent and not real. As an 
objection to compulsory insurance this cannot be regarded as a 
respectable argument.... Furthermore, I must confess to having 
grave doubts of the soundness of health insurance carried out for 
profit.... 
The fact should be squarely faced that although it is possible at 
the present time to obtain in this country medical care which is 
certainly the equal and probably the superior of any service offered 
in the world, such service is in fact received by a relatively small 
part of the population. . . . It is next important to realize that it 
is probably not possible to set up for the whole country any system 
which will work satisfactorily. The size of the country, the relative 
density of population, the relative income of the population, ..• 
variations in climate . all make out of the question for us a 
single method such as is relatively practicable in small countries 
like Denmark. . . . 
It next seems obvious that for a large middle group of the popula­
tion the distribution of costs of medical care over a term of years 
by some system of prepayment--Often called insurance-is the prac­
ticable method. The difficulty arises in obtaining from this group 
contributions in sufficient numbers. The evidence tends to show 
that for them some modicum of compulsion will be necessary. . .. 
The next item should be the abandonment of the long-standing 
custom of expecting physicians to give their services free for the 
care of the indigent. . . • One obvious remedy . . . is that the public 
shall make up their minds to pay physicians for their services to 
the indigent. . . • 
In many of the pronouncements of organized medicine in relation 
to various suggested plans for so-called compulsory insurance it has 
been insisted that physicians should have complete control of the 
whole performance. This appears to me to endow physicians 
with knowledge and skill in the fields of economics, finance, and 
sociology quite beyond that which they really possess. 
It is my best judgment that this will involve very careful discus­
sions between the representatives of three groups, all on an equal 
footing. Obviously the physicians must be represented, since they 
are in fact the qualified experts on all the medical questions involved. 
Next there must be the proper representatives of experts on financial 
and economic problems, for certainly the methods by which large 
sums of "new money" are to be come by cannot be satisfactorily 
settled by medical experts. Finally, the largely forgotten man, the 
consumer, above referred to as the patient, is entitled to full 
representation. 
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MEDICINE IN RUSSIA 
By 
HENRY E. SIGERIST, M.D. 
William H. Welch 
Professor of the History of Medicine, The Johns Hopkins 
University 
(Excerpta from Socialized Medicine in the Soviet Union.) 
There is no compromise in Soviet medicine. Its idea is easy to 
understand because, like all other aspects of the socialist state, it is 
rational, logical, and clear. 
It seems to me that the following four points represent the most 
characteristic features of the Soviet health system: (1) Medical 
service is free and therefore available to all. (2) The prevention of 
disease is in the foreground of all health activities. (3) All health 
activities are directed by central bodies, the People's Commissariats 
of Health, with the result that (4) health can be planned on a large 
scale. 
We have recognized that general education is important for the 
welfare of a nation, that a democracy is impossible unless the popu­
lation has reached a certain educational level. The logical conse­
quence was to make education, at least elementary and secondary 
education, available to all, free of charge. 
The socialist state went one step further by declaring that the 
people's health is equally essential for the welfare of a nation. If a 
society is to function successfully, it requires healthy members. 
Besides, health is one of the goods of life to which man has a right. 
Wherever this concept prevails, the logical consequence is to :make 
all measures for the protection and restoration of health accessible 
to all, free of charge. Medicine, like education, is then no longer a 
trade; it becomes a public function of the state. (Pp. 86-87.) 
Another very characteristic feature of Soviet medicine is that 
it has done away with the traditional distinction between preventive 
and curative medicine. As a matter of fact the entire system is 
built upon the idea of prevention. Prophylaxis is in the foreground 
of all medical considerations. (P. 95.) 
This attitude is not surprising. It is only rational and logical. ... 
We all wish we could apply this principle but the social and economic 
structure of our countries makes it impossible. (P. 96.) 
One need not be a military expert to know that unity of command 
is essential for the success of a campaign. And yet there is not one 
capitalist country that has achieved unity of direction in its health 
work. As a result of historic and economic reasons the various health 
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activities are subordinated to many different authorities, or there is 
no direction at all. (P. 98.) 
In June, 1918, the People's Commissariat of Health was estab­
lished. For the first time in the history of medicine a central body 
was directing the entire health work of a nation. . The task was 
gigantic. The entire public health service had to be reorganized 
along new lines. (P. 99.) 
Where the entire health work of a country, preventive and 
curative, is controlled by a central agency, the work can be planned. 
This is one more characteristic feature of Soviet medicine. In 
capitalist countries the health work is necessarily haphazard. (P. 101.) 
Nobody can deny that Soviet medicine, in the short period of 
twenty years and under most trying circumstances, has stood the 
test and has created powerful measures for the protection of the 
people's health.... 
Since I have studied the Soviet Union, I know that there is a 
future for mankind; that whatever may happen to the Western 
World, there is a future for human civilization. And I know, in 
addition, that our highest medical ambitions are not utopian but 
may some day be realized. (Pp. 308--309.) 
THE REALITIES OF SOCIALIZED MEDICINE 
By 
HENRY E. SIGERIST 
(From the Atlantic M<mtkly, V. 168, June 1939, p. 794.) 
The National Health Conference that was held in Washington last 
summer was welcomed unanimously by all who have the Nation's 
health at heart. It sounded like a bugle call, a signal for action. It 
meant that the period of surveys had come to an end and that, at 
long last, definite steps were to be taken to remedy a:n untenable 
situation. I may add that the National Health Conference made a 
profound impression abroad. I was traveling at the time through ten 
European countries, and wherever I went I found that the recom­
mendations of the President's Interdepartmental Committee to 
Coordinate Health and Welfare Activities and the attitude of the 
Conference toward them were discussed eagerly. In Europe, Ameri­
can medicine is regarded as being extremely advanced scientifically 
and technically, but very backward socially. "If you are able to carry 
out this program," one of my public health friends said, "you will 
surpass European medicine definitely. You will set an example to 
the whole world and will reduce death rates in a way never dreamed 
of. Humbly we shall send our students to America to learn from 
you." 
After ten years of extensive surveys by private and government 
agencies we know what medical conditions are in the United States. 
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No country has ever had more data available on this subject, and our 
present health and medical situation is unmistakably clear. We now 
have documentary evidence for the fact that one-third of the popula­
tion has no medical service, or at least not enough. We know that 
forty million people live on annual family incomes of $800 or less, 
which just permits them an emergency standard of living and makes 
it impossible for them to purchase medical care; on the other hand, 
it is obvious that this is too large a group to be reached by charity 
services. We know that there is another third of the population 
whose family income does not exceed $1,500 a year. This group is 
perfectly willing and able to pay for part of the medical service it 
needs, but finds it extremely difficult to budget the cost of illness. 
There are, furthermore, millions of families whose income is more 
than $1,500 a year, but to whom medical care presents a serious 
problem. They are not indigent and are not entitled to free services; 
they are willing to pay for what they get, but, again, find it difficult 
to budget the cost of illness. The group that is able to purchase 
whatever services it needs without economic hardship is infinitely 
small. 
Such a situation is absurd, particularly when we remember that 
we have available almost all the personnel and technical equipment 
necessary to provide complete medical services of high quality, in 
prevention, diagnosis, and treatment. We have more doctors per 
capita of the population than any other country in the world. Our 
medical schools were backward for a very long time, but today we 
have seventy-seven recognized schools which train highly qualified 
practitioners and produce an enthusiastic medical corps that is eager 
to serve the public and expects nothing in return but the possibility 
of making a decent living. We do not need a larger number of 
physicians-at least not in the near future. We have splendid 
nurses, and if all of them were permanently employed there would 
be no immediate need to increase their number substantially. More 
public health nurses are wanted, but there are plenty of girls anxious 
to enter this profession and we have the facilities for training them. 
The hospital situation was a sore spot for a long time, but condi­
tions have improved tremendously in the last twenty-five years. As 
a rule the cities are adequately supplied with hospital beds, but more 
hospitals are needed in rural districts. This, however, is an economic 
problem that can be solved without much difficulty. 
We have excellent research institutions, and since the beginning 
of the century a generation of medical scientists has grown up that 
has made valuable contributions to medicine. European physicians 
who visited this country around 1900 had a superior smile on their 
lips when they watched our scientists. But conditions have changed. 
American leadership in medical science is universally recognized, and 
American publications are studied very carefully all over the world. 
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Our philanthropic foundations are the envy of foreign countries, but 
let us not forget that medical research is financed to a much larger 
degree by public than by private agencies. The Federal Govern­
ment supports some of the most important research institutions of 
the country. The Department of Agriculture alone is undoubtedly 
the largest research institute of the Nation and probably one of 
the largest in the world. Great contributions have come from the 
National Institute of Health of the United States Public Health 
Service, and the National Cancer Institute will soon be the undis­
puted center in the field. Problems of infant and maternal welfare 
are investigated by the Department of Labor. The states and com­
munities also contribute substantially to the support of research. 
Thirty-five of the seventy-seven medical schools are tax-supported, 
and nobody will deny that many of them compare very favorably 
with some of the best privately endowed institutions. Seventy per 
cent of all hospital beds are in public hospitals. While private 
funds are shrinking steadily, more and more public funds will become 
available for research, and it seems to me most important that the 
Government has recognized its obligation to support research. 
In other words, we have a first-rate medical personnel and tech­
nical equipment, but at the same time large sections of the population 
have no, or not enough, medical care. We are told, however, that 
health conditions are better in this country than abroad, that in 
spite of unemployment they were better in 1938 than ever before 
in the history of the United States. This, we hear, proves that 
medical services are satisfactory, and that there is no reason in the 
world why we should bother about the present situation. 
Yes, health conditions are, as a whole, better here than they are 
in France, Italy, Spain, Yugoslavia, or Greece. They are not much 
better than in England, Germany, Switzerland, or Holland. And 
they are certainly not better than in the Scandinavian countries or 
New Zealand. If health conditions are better here than in certain 
foreign countries it is not because medical services are superior, but 
because this country was able to develop a higher standard of living. 
I have just studied conditions in Yugoslavia, where a public health 
man of genius, A. Stampar, has organized a splendid system of social 
medical services. If, in spite of these services, health conditions 
there are inferior to ours today, it is because the average wage of 
the industrial worker in Yugoslavia is forty cents a day, and the 
average-size farm has about ten acres of land. Health conditions 
have greatly improved there, but health conditions are not deter­
mined by medicine alone. Nicotinic acid cures pellagra, but a beef­
steak prevents it. And if the United States was able to develop a 
higher standard of living, it was not because it had a system of its 
own. It produced food and commodities under the same system as 
European countries. The higher standard of living was caused by a 
unique combination of factors that made such a development possible. 
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II. AMERICAN MEDICAL DEFICIENCIES 
If health conditions are better in this country, they are certainly 
not good enough. We still carry an enormous burden of illness, 
much of which could be prevented. We are far behind other coun­
tries in the incidence of venereal diseases. Over half a million 
people are infected every year with syphilis and over one million 
with gonorrhea. Annually 60,000 children are born with the handi­
cap of congential syphilis, and over 50,000 people die from the results 
of spyhilis. There is no justification whatever for having such an 
enormous number of venereal patients among us. We have the scien­
tific means to diagnose and cure the disease, and there is no reason 
why we should not eradicate it as Denmark and a number of other 
countries have done. 
We have one of the lowest tuberculosis death rates in the world, 
but this low rate still means that we have about 400,000 tubercular 
patients undergoing treatment every year, and that the disease is 
the second cause of death for the age group between fifteen and 
forty-five years of age. We have a low maternal death rate, but in 
spite of it 12,500 American families are deprived every year of the 
wife and mother, and we know that at least half of these tragedies 
could be prevented. Our low infant death rate means that 69,000 
children die during the first month of their life, and 75,000 infants 
are stillborn; in other words, in any given year 144,000 young 
women go through the trying period of pregnancy and childbirth, 
and the result is a dead child or one that will die in a few days 
or weeks. 
Every year 600,000 people are disabled by pneumonia and almost 
100,000 die of it, but we have a serum and a drug that could reduce 
the death rate by at least one-half. We have 500,000 mental patients 
in institutions filling one-half of all hospital beds available in the 
country, and about one million mentally deficient persons outside of 
institutions. An extension of mental hygiene services would keep 
many of these patients socially adjusted. One out of eight persons 
who reach the age of forty-five dies of cancer, and although the 
cancer problem is not yet solved we have methods of treatment that 
could reduce the death rate considerably. Now that many acute 
diseases have been overcome, the chronic diseases are in the fore­
ground and affect millions of people. Arthritis alone disables one 
and a half million persons every year, and even more individuals 
are suffering from neuralgia, neuritis, and lumbago. Diseases of 
the heart, the blood vessels, and the kidneys kill over half a million 
people every year, many of whom have been handicapped by their 
illness for a long period of time. 
think we cannot be ambitious enough in health matters. The 
fact that the United States has a higher standard of living and a 
I 
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superior technical equipment gives it possibilities of combatting dis­
ease that no other country has, and there is no reason why we should 
not set an example to the world and demonstrate that many diseases 
can be wiped out entirely and the incidence of many others reduced 
considerably.... 
This country, with its good health conditions, loses every year ten 
billion dollars as a result of illness. The population spends three 
and seven-tenths billion dollars for medical care. Every wage­
earner loses annually eight calendar or seven working days on 
account of illness, and the loss of earnings amounts to about half a 
billion dollars a year. Considering the present status of medical 
science, about one-third of all deaths are premature, and the capital 
value of these preventable deaths has been estimated to be over six 
billion dollars. . . . 
III. MEDICAL REFORM IN OTHER COUNTRIES 
The tendency to organize medical services represents by no means 
a new development. In the dark days of czarism, as early as 1864, 
Russia established a complete system of state medicine for the rural 
districts.... In Germany, it was under a conservative regime that 
Bismarck introduced a comprehensive system of social insurance, 
including health insurance, in 1883. He did it, not under pressure as 
we sometimes hear, but because, being a shrewd statesman, he recog­
nized that a healthy working class benefits the employers as well.... 
Germany's example was followed by one European country after 
another, by England in 1911, by France in 1928.... 
No country that ever enjoyed the benefits of social insurance has 
made the slightest move to relinquish them.... In Yugoslavia 3,600 
of 5,000 physicians are in the service of either the government or the 
social insurance organizations. Public services and health coopera­
tives bring medical care to the rural population, while the wage­
earners and salaried employees receive services from the social insur­
ance organizations. 
The average American ... openly admires the Scandinavian 
countries. . . . In these countries, medicine is almost 100 per cent 
socialized. Public services and health insurance make the doctors 
available to everybody, and the health standard is remarkably 
high.... 
We need not look to Europe alone. In New Zealand the legislature 
in 1938 passed one of the most comprehensive social security acts 
that have ever been conceived .... The system will in the beginning 
provide the free services of general practitioners, free hospital or 
sanatorium treatment, free mental hospital care, free medicines, and 
free maternity treatment. It will, as soon as feasible, be extended 
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to include services of specialists. The plan will be financed from 
three sources: (1) a social security contribution of one shilling in 
the pound on the wages and other income of all persons; (2) con­
tinuance of the present registration fee of one pound per annum for 
males over twenty years of age; (3) subsidy from the Consolidated 
Fund. The price is not too high considering the many benefits that 
cover almost any risk. It has been estimated that the general prac­
titioner will make an average income of $6,000 in our currency. He 
will receive additional compensation for midwifery, anaesthesia, trav­
eling expenses, and so forth. Consulting specialists will be remuner­
ated according to a fee schedule. 
On the South American continent one republic, Chile, has developed 
in the last fourteen years one of the most progressive systems of 
social legislation. Social insurance is compulsory for all persons 
under sixty-five years of age whose annual income is less than 12,000 
pesos and whose work is more physical than intellectual. This em­
braces the great majority of the population. Other persons whose 
annual income is less than 12,000 pesos can join the social insurance 
system voluntarily, provided they are Chilean citizens, less than forty­
five years of age, and have passed a previous health examination 
given by a physician of the Insurance Fund. The insurance system 
is financed through contributions of employers, employee, and state. 
In the case of employees working under a labor contract, the em­
ployer contributes 5 per cent of the wage bill, the employee 2 per 
cent, and the state 1 ¥.a per cent. Insured persons who work inde­
pendently and those who are insured voluntarily contribute 4¥.a 
per cent or 5¥.a per cent of their income according to the field in 
which they work, and the state contributes the same amount. The 
benefits consist of complete medical care, sickness, maternity, and 
disability benefits, and old-age pensions. Patients are hospitalized 
in state hospitals and sanatoria, the insurance fund paying the hos­
pitals two pesos a day for each patient. 
A still more progtessive bill, to enforce preventive medicine, was 
passed in Chile in May, 1938. It required periodic examination at 
least once a year, but more often if necessary, for all persons coming 
under the Social Insurance Act. The chief objective is the eradication 
of tuberculosis, syphilis, heart disease, and occupational diseases. 
The examination must include a Wassermann test and an X-ray.... 
If in such an examination the doctors find that an individual is not 
sick but run-down, they must, as a measure to prevent disease, pre­
scribe for him either a complete vacation or a period of half-time 
work, wherein the loss of wages is compensated for by the insurance 
fund. And no employee can be dismissed from his job in such a case. 
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GROUP HOSPITALIZATION 
Plans Organized As A Community Service for the Purpose of 
Enabling Employed Persons and Their Dependents to Budget 
Systematically Against the Cost of Hospital Care 
(From New Plans of Medical Service, Julius Rosenwald Fund, 1936, pp. 68-74.) 
In February, 1933, the trustees of the American Hospital Associa­
tion officially endorsed group hospitalization as a method of budget­
ing hospital bills. This is a system of equal ·and regular payments 
(by an individual or family, usually in an employed group) into a 
common fund which will be used in providing hospital service when 
required. At the time of the action, plans involving this principle 
had already been started in 4 or 5 cities. At the present t ime (Feb­
ruary, 1936) there are upwards of 60 communities in the United 
States with group hospitalization plans which have enrolled more 
than 300,000 subscribers and involve several hundred participating 
hospitals. 
After endorsing the principle of group budgeting for hospital bills, 
the Council of the Association established certain essential features 
which should characterize group hospitalization plans. These fea­
tures included a public welfare purpose, non-profit sponsorship, and 
economic soundness. Plans were not to interfere with the services 
of the family doctor, and were to leave the subscribers free to choose 
his own physician or surgeon in cases requiring hospital care. Com­
mercial plans by private promoters were discouraged. 
The annual cost of membership in the group hospitalization plans 
ranges from $5 to $12 per subscriber, depending upon the cost levels 
of the area, the kind of room accommodation received, the types of 
sickness covered and the scope of services offered. Each subscriber 
pays the stated amount monthly into a central fund which is used to 
pay hospital bills according to the need of individuals requiring care. 
Subscribers may be admitted to any of the "participating" hos­
pitals when necessary, but only under the care of a private physician 
selected by himself. The subscriber must pay his own physician's 
fee, but he may receive without charge as much as twenty-one days' 
free care in the hospital, including the use of a semi-private room, 
nursing service, meals, and operating room, X-ray service and labora­
tories. The hospital bill is paid from the central fund, which is 
administered by a non-profit corporation, with its own personnel for 
keeping records and explaining details to prospective subscribers. 
Usually a special hospital service association is formed to control 
the receipts from subscribers and the payments to participating hos­
pitals. According to the recommendations of the American Hospital 
Association, this local association should be organized on a non-profit 
basis and controlled by trustees or directors interested in public 
service rather than in gain to the hospitals or themselves. The 
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trustees may include hospital executives or trustees, representatives 
of industrial or civic bodies, members of the local medical society, 
the Community Chest, the health council, or the hospital council. 
But the group hospitalization should be a community project rather 
than the private venture of a group of promoters. 
The American College of Surgeons at its annual meeting in Boston 
in 1934 endorsed group hospitalization. A number of state and local 
medical societies have participated in the establishment or admin­
istration of group hospitalization plans. 
Special legislation has been enacted in various states, notably New 
York, Illinois, and California [and Texas, 1939] to facilitate the 
formation and regulation of non-profit hospital service associations. 
The official status of group hospitalization varies in the different 
states, and it is important that all existing laws or regulations be 
complied with in the formation of local plans. . . . 
Baylor University Hospital, Dallas, Texas: One participating hos­
pital. Bryce L. Twitty, superintendent. Plan established December 
21, 1929. Enrollment on March 1, 1936, 18,000 subscribers (includ­
ing about 5,000 dependents). Subscription Rate: Private room 
service, $.75 per month for employed persons. One dollar per month 
for dependents, regardless of number, which entitles dependents to 
all "special services" free (except X-ray) and 50 per cent discount 
on roo.m service. No registration fee. Monthly payments only. 
Rate has been raised during 1935 from $6 to $9 with increased 
benefits. Individual employees on enrolled. Minimum groups of 20 
employees accepted. No physical examination or health pledge. No 
minimum or maximum age limit. No waiting period of accidents; 
10 days for ordinary sickness. Patient admitted through private 
physician. Benefits: 35 days' hospital service free of charge, 33% 
per cent discount thereafter. Service includes private room, board, 
floor nursing, operating room, laboratory, electrocardiogram, drugs 
and dressings, anesthesia, basal metabolism tests, insulin, oxygen 
therapy, blood transfusions; X-ray service and physiotherapy not in­
cluded. Fifty per cent discount on maternity cases, after 10 months. 
Average stay of subscribers, 7.5 days. Legally classified as "service 
contract." Officially endorsed by medical profession. Benefits lim­
ited to Baylor Hospital. 
THE TEXAS GROUP HOSPITALIZATION 
ACT OF 1939 
H. B. No. 191 
AN ACT to provide for the chartering of nonprofit corporations to 
be organized for the purpose of furnishing group hospital service, 
and to provide for the methods of operation, regulation and super­
vision of such corporations and of their contracts; providing ex­
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emption from Title 78 of the Revised Civil Statutes of 1925; and 
declaring an emergency. 
Be it Enacted by the Legislature of the State of Texas: 
SECTION 1. Incorporation. 
That from and after the passage of this Act, any seven (7) or 
more persons, a majority of whom are superintendents of hospitals 
01· physicians or surgeons licensed by the State Board of ~edical 
Examiners, upon application to the Secretary of State of the State 
of Texas for a corporate charter may be incorporated for the purpose 
of establishing, maintaining and operating a nonprofit hospital 
service plan, whereby hospital care may be provided by said corpora­
tion through an established hospital or hospitals, and sanitariums 
with which it has contracted for such care, as is hereinafter defined. 
SEC. 2. Applications. 
That such corporations when organized shall be authorized to 
accept applicants, who may become members of said corporations 
furnishing group hospital service under a contract, which shall entitle 
each member to such hospital care for such period of time as is 
provided therein; and that such corporations shall be governed by 
this Act and shall not be construed as being engaged in the business 
of insurance under the laws of this State. That such corporations 
organized and operated under the provisions of this Act shall not 
be required by any department of this State to post bond, or place 
deposits with any department of this State to begin and/or operate 
under this Act and the provisions of Title 78 of the Revised Civil 
Statutes of Texas of 1925, are hereby declared inapplicable to cor­
porations organized and/or operated under this Act. 
SEC. 3. Corporations to be Nonprofit Organizations. 
That said corporations shall be governed and conducted as non­
profit organizations for the sole purpose of offering and furnishing 
hospital service to its members in consideration of the payment by 
such members of a definite sum for the hospital care so contracted 
tc be furnished. The necessary expenses of administering the affairs 
of said corporations may be paid from the dues or payments col­
lected. Provided not more than fifteen per cent (15%) of all dues or 
payments received may be used for expenses of administering the 
affairs of said corporation, subject to the authorization or approval 
of the Board of Insurance Commissioners of Texas. 
SEC. 4. Authority of Corporations to Contract. 
That such corpoi-ations shall have the authority to contract with 
hospitals charging for services rendered, in such manner as to assure 
to each person holding a contract of said corporation the furnishing 
of such hospital care as may be agreed upon in the contract between 
said corporation and said member, with the right to said corporation 
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to limit in said contract the types of disease for which it shall furnish 
hospital care. 
SEC. 5. Prohibition against Contracting for Medical Services. 
That such corporations shall not contract to furnish to the member 
a physician or any medical services, nor shall said corporation con­
tract to practice medicine in any manner, nor shall said corporation 
control or attempt to control the relations existing between said 
member and his or her physician, but said corporation shall confine 
its activities to rendering hospital service only through such type of 
hospitals with whom it has contracts, without restricting the right 
of the patient to obtain the services of any licensed doctor of 
medicine. 
SEC. 6. Personnel of Directors. 
That at least a majority of the directors of such corporation must 
be at all times directors, superintendents or trustees of hospitals, 
which have contracted or may contract with such corporation to 
render its subscribers hospital service. 
SEC. 7. Supervision. 
That such corporation shall, before accepting applications for mem­
bership in said nonprofit hospital service plan submit to the State 
Insurance Commission a plan of operation, together with a schedule 
of its dues to be charged and the amount of hospital service con­
tracted to be rendered; which plan shall first be .approved by the 
Insurance Commission as fair and reasonable before said corpora­
tion shall engage in business. 
SEC. 8. Approval of Rates. 
That the Insurance Commission shall likewise approve the rates 
of payment to be made by said corporations to hospitals for the 
rendering of hospital care to the members of said corporation as 
being reasonable and just. Said hospitals shall guarantee the benefits 
of the certificates of membership issued by the corporation. 
SEC. 9. Membership Certificates. 
That every such corporation shall issue to its members certificates 
of membership set forth the contract between the corporation and 
the member and the period of such service, and the rate per day or 
week payable by said corporation for hospital service rendered to 
said member at any hospital other than the hospitals with which said 
corporation shall have contracted. 
SEC. 10. Bond of Treasurer. 
That the treasurer of such corporation shall be required to give 
a fidelity bond with corporation surety in such sum as may be de­
termined by the officers of said corporation for the faithful handling 
of the funds of said corporation and all funds collected from mem­
bers or subscribers of said corporation shall be deposited to the 
account of said corporation in a bank, which is a State depository. 
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SEC. 11. Finance Procedure. 
That said corporations shall not pay any of the funds collected 
from members or subscribers to any hospital until after said hospitals 
shall have rendered the necessary hospital care to such subscriber 
or member. 
SEC. 12. Reports to Insurance Commission. 
That every such corporation shall annually on or before the first 
day of March file in the office of the Insurance Commission a state­
ment verified by at least two (2) of the principal officers of said 
corporation, showing its condition on the 31st day of December then 
next preceding. The report to the Commission shall include an 
itemization of all expenses incurred for the period shown in the 
report, which expenses shall be in all things approved by said Com­
m1ss10n. If the Commission finds any expense item unnecessary or 
unreasonable it shall make necessary rules eliminating same and the 
Commission is expressly authorized and empowered to provide for 
the expenses to be incurred and the amounts which must be within 
the limits provided for in this Act. 
SEC. 13. No officer or director of the corporation shall receive any 
salary, wages or commissions but shall be allowed reasonable and 
necessary expenses for any meetings of the corporation which shall 
not exceed five (5) during any calendar year. No compensation shall 
be paid to any employee in excess of Six Thousand Dollars ($6,000) 
per year. All salaries to be approved by the Board of Insurance 
Commissioners. 
SEC. 14. Examination of Books and Records. 
That every such corporation shall keep complete books and records, 
showing all funds collected and disbursed, and all books and records 
shall be subject to examination by the Insurance Commission an­
nually, the expense of such examination to be borne by said corpora­
tion. 
SEC. 15. Dissolution. 
That any dissolution or liquidation of any such corporation subject 
to the provisions of this Act shall be under the supervision of the 
Insurance Commission. In case of dissolution of any group formed 
under the provisions of this Act, certificate holders of such group 
shall be given priority over all other claims except cost of liquidation. 
SEC. 16. Article 1302 of the Revised Civil Statutes of Texas of 
19!5 is hereby amended by adding thereto a subdivision to be known 
as No. 104, to read as follows: 
"Subdivision 104. Corporations may be created as charitable, 
benevolent and nonprofit corporations to furnish hospital services 
to its members." 
SEC. 17. Separability Clause. 
If any article, section, subsection, sentence, clause or phrase of this 
Act is, for any reason, held to be unconstitutional or invalid, such 
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decision shall not affect the validity of any remaining portions of 
this Act. The Legislature hereby declares that it would have passed 
this Act and each section, subsection, sentence, clause or phrase 
thereof, irrespective of the fact that any one or more of the sections, 
subsections, sentences, clauses or phrases are declared unconstitu­
tional. 
SEC. 18. Laws in Conflict with this Act Held Inapplicable. 
That all laws or parts of laws in conflict with this Act are hereby 
declared inapplicable to any and all corporations chartered and op­
erated under this Act. 
SEC. 19. The fact that there is no present law, at this time, which 
will furnish hospital services to those who are in dire need of same, 
and that this legislation is needed to better protect the public health 
creates an emergency and an imperative public necessity that the 
Constitutional Rule requiring all bills to be read on three separate 
days in each House be and the same is hereby suspended and that 
this Act take effect and be in force from and after its passage, and 
it is so enacted. 
H. B. No. 191 
COKE STEVENSON R. EMMETT MORSE 
President of the Senate Speaker of the House 
I hereby certify that H. B. No. 191 was passed by the House on 
March 16, 1939, by the following vote: Yeas 120, Nays O; and that 
the House concurred in Senate amendments to H. B. No. 191 on 
May 2, 1939, by the following vote: Yeas 120, Nays 0. 
E. R. LINDLEY 
Chief Clerk of the House 
I hereby certify that H. B. No. 191 was passed by the Senate, 
with amendments, on May 1, 1939, by the following vote: Yeas 29, 
Nays 0. 
BOB BARKER, 
Secretary of the Senate 
Approved 
W. LEE O'DANIEL, 
Governor 
GROUP HOSPITALIZATION OF TEXAS, INC. 
(From the Dallas Times HeraJ,d, May 24, 1939. ) 
Organization of a state-wide hospitalization plan designed to reach 
moderate to low income groups throughout Texas was announced 
Wednesday by Dr. J. H. Groseclose, superintendent of Methodist Hos­
pital, who, with Bryce Twitty, superintendent of Baylor Hospital, 
was named to head the organization at a meeting in Austin Tuesday. 
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The plan may lift appreciably the burden of charity cases in both 
privately owned and government owned hospitals, it was predicted. 
Dr. Groseclose, president of the State Hospital Association, was 
named president of Group Hospitalization of Texas, Inc., and Mr. 
Twitty, chairman of the advisory board of the Group Hospital Service 
plan executives, was named administrator. 
Both men have been prominent in the national growth of hos­
pitalization plans, the original of which having been put in opera­
tion here first. 
The enabling act provides that a majority of the directors shall 
be superintendents and members of hospital boards of directors. 
Many civic and business leaders of the State, however, will be in­
cluded, through membership on hospital boards, it was explained. 
Dual rates, calling for "standard" or "de luxe" service, will be 
in effect. 
Dr. Groseclose and Mr. Twitty pointed out that benefits of the 
plan would be felt particularly in rural areas not served by nearby 
hospitals, and by persons in middle and lower income brackets. 
They estimated that about 360 hospitals over the State would be 
available to members. 
Another advantage of the plan, as they outlined it, will be the 
ability of companies with employes scattered over the State to enroll 
their employes in one service. 
Mass membership features of the plan are expected to keep rates 
at a minimum. The enabling act limits the salary paid any employe 
of the association to $6,000 or under and provides "all salaries to be 
approved by the Board of Insurance Commissioners." No officer 
or director shall receive any payment for his services. 
BRYCE TWITTY HEADS GROUP HOSPITAL 
SERVICE, INC. 
(From Dallas N ews. June 13, 1939:) 
Bryce L. Twitty, superintendent of Baylor University Hospital 
the last ten years, was granted an indefinite leave of absence by the 
board of trustees Monday to serve as administrative officer of Group 
Hospital Service, Inc., of Texas. 
The state-wide hospitalization group will open headquarters in 
Dallas about July 15, and will employ from 100 to 200 persons when 
the organization is in full swing, Mr. Twitty said. 
"Our organization wiU start with 100,000 persons belonging to 
group hospitalization plans," Mr. Twitty said. "We can reasonably 
expect practically all of these persons to take out new policies good 
in any hospital belonging to the group. 
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"Income from these 100,000 policy-holders, averaging at least 75c 
a month, will mean $75,000 in premiums monthly, or almost $1,000,000 
a year. We expect to have 500,000 persons enrolled by the end of 
the second year, which would mean $4,300,000 annually in premiums." 
In addition to the Dallas office and sales force the hospitalization 
group will have branch offices in Houston, San Antonio, Wichita Falls, 
Lubbock, Pampa and El Paso, employing fifty additional salesmen, 
Mr. Twitty said. 
MEDICAL SERVICE IN THE TEXAS PRISON 
SYSTEM 
A system of complete medical service at public expense is main­
tained in Texas by the Texas Prison System. The service is gen­
erally cons:dered to be adequate and well-administered. In the 
Annual Report of the Texas Prison Board for 1937 (p. 177), a typical 
year, the following figures are given: 
There were 2,968 new inmates received during the year 1937. 
After our physical examination these inmates were classified as 
follows: 
Of the 2,898 males received 850 were suffering from syphilis 
(30.2%) and 446 were suffering from gonorrhea (15.8%) . Of 
the 70 women prisoners 37 were suffering from syphilis (52.4%). 
75% of the women and 55% of the men showing evidence of 
syphilis were unaware of the presence of the disease. 
These figures show that it is indeed a difficult job to maintain the 
good health of this group of our population, since they are much 
more likely to be diseased than the average person. 
There were 46 deaths in the Prison System during the past 
year of that number 12 were due to violence, 10 were due to 
pneumonia, 3 to heart failure, 1 to heat stroke, 1 to pulmonary 
tuberculosis and the rest to a variety of conditions. 
There were 614 operations performed upon inmates of the 
prison system during 1937. These were done either in the New 
Unit or Huntsville Hospital. 
Food handlers are required to have a more complete physical 
and laboratory examination before being allowed to work. 
The prison dentist (p. 187) reported examinations, extractions, 
fillings, cleanings, plates delivered, and other cases to the number 
of 10,446. 
TEXAS' CHILDREN 
HEALTH: PREVENTION OF ILLNESS 
(From Te:eas' Children, The Report of the Texas Child Welfare Survey, The Univer­
sity of Texas Publication No. 3837, October 1, 1938. Ch. 24, pp, 483-499. ) 
Prevention of illness.- ... Happily, deaths from the communicable 
diseases of childhood have shown large annual reductions since 1900. 
Prophylaxis, vaccination, and inoculation have played their part in 
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that reduction; public education as to indirect transmission and 
"contact infection" has also been a factor. We no longer die whole­
sale, as people did of the Black Death, in the Middle Ages. Yet in 
Texas in 1933 there were 12 deaths from smallpox, 530 from typhoid, 
601 from diphtheria, and 645 from pellagra-all grossly inexcusable 
in a day when preventives are well established and should be widely 
known.... 
Prophylaxis to prevent baby blindness (from ophthalmia and 
neonatorum or "baby's sore eyes") is required of the doctor, the 
midwife, the nurse, or simply of "those in attendance" at childbirth. 
Since 1921 the necessary silver nitrate has been furnishable by the 
State Department of Health to "those upon whom it would work a 
hardship to buy the same." This measure is in accord with the 
most enlightened thought on the subject. Nevertheless, in 1933, in 
Texas 15 cases of ophthalmia neonatorum were reported to the State 
Department of Health, and in 1934 the number jumped to to 52. 
Smallpox proved fatal in 12 cases in Texas in 1933,-a rate of 
8 out of every 10,000 deaths from notifiable diseases. There were 
825 cases of smallpox reported in Texas for that year and 942 for 
1934. This gives a 1933 case rate for Texas of 0.143 per 1,000 inhabi­
tants as compared with 0.052 for the United States as a whole. In a 
preventive campaign in 1934, under the auspices of the State Con­
gress of Parents and Teachers and the State Department of Health 
in what was called a Summer Round-Up, 5,351 children who were 
to enter school or kindergarten for the first time that fall were 
examined for health defects. Of these, 2,558 were vaccinated against 
smallpox. Besides these preschool children, 1,491 older children were 
examined and 875 of them were given the protection of smallpox 
vaccination. By such preventive campaigns can Texas eliminate 
smallpox as a source of death to children as well as adults. 
In that same year (1934), checking up on health protection, the 
enumerators for the Child Welfare Survey (house-to-house canvass) 
were directed to inquire how many of the children under nineteen 
years of age in each family had at any time been vaccinated. Of 
364,397 children, 70.1 per cent were reported as not having been 
vaccinated. 
Dipktkeria in 1932 showed a death rate for the United States of 
only 4.5 per 100,000 population, largely as a result of the increasing 
immunization of children; in 1900 this disease had been responsible 
for 43.0 deaths per 100,000 of the general population. Yet in Texas, 
in 1933, out of 14,155 reported deaths from notifiable diseases, 601­
more than 4 out of every 100-were from diphtheria. The case rate 
was 0.956 per 1,000 of the general population in Texas for that 
year, which was more than twice the rate of the country as a whole. 
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In 1933, 4,829 cases were reported to the State Department of 
Health. In 1934 the number had jumped to 6,367. 
During the Summer Round-Up conducted by the Texas Congress 
of Parents and Teachers in 1934, 1, 791 preschool children were im­
munized against diphtheria. Interest aroused by these examinations 
resulted in a great many families extending the examination to 
older children in the family group and as a result, 1,010 of school age 
were immunized against diphtheria at the same time. Enumerators 
for the Child Welfare Survey reported 279,488 persons (not yet 
19 years old)-nearly 8 out of every 10 children studied-who had 
never been immunized against diphtheria. 
In 1900 the death rate from typhoid fever was, for the United 
States as a whole, nearly 36.0 for each 100,000 of the population. In 
1932, probably because of the use of preventive measures, it was 
only 3.6. Yet in 1933 the Texas case rate was 0.321 per 1,000 of 
the general population, a rate more than one and one-half times that 
for the country as a whole. 
In 1933, 1,380 cases of typhoid were reported to the State Depart­
ment of Health. In 1934 the number had increased to 1,940. 
In 1934 the Summer Round-Up by the Texas Congress of Parents 
and Teachers resulted in inoculations of 554 children against 
typhoid. That same year the enumerators for the Child Welfare 
(House-to-House Canvass) counted 323,038 children-almost nine 
out of every ten studied-who had not had typhoid inoculations. 
For counties reported that no child, among those studied, had been 
inoculated against typhoid. 
Tuberculosis.- . •. Although "for the country as a whole and for 
most states and cities the rate has continued to decline, an apparent 
reflection of the cumulative tuberculosis work of past years," in 1930 
"the death rate in the 17 largest cities ranged from 73 to 170 for 
each 100,000." In 1933, in Texas, 4,046 deaths were from tubercu­
losis. This is a rate of 0.672 per 1,000 of the general population, a 
rate somewhat higher than that for the country as a whole . • .• 
In 1933 there were 2,777 cases of tuberculosis reported to the 
State Department of Health. In 1934 the number had increased to 
3,081. It is impossible to state how many of these cases involved 
children as the Health Department has no age-distribution for vari­
ous diseases. We do know, however, that on August 9, 1935, 192 
children ranging in age from 6 to 18 years were patients in the State 
Tuberculosis Sanitorium, and that 240 children-100 of them less 
than 15 years old-were then diagnosed and in need of commitment 
but, for lack of room, still on the waiting list. 
A rough estimate of the number of Texas children who are afflicted 
with the disease may be seen in Table 69. 
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TABLE 69 
Estimate of Number of Tuberculous Texas Children 6 and Less 
Than 14 Years of Age, 1935 
Rate Among Probable 
All School Number of 
Basis of Calculation Children Texas 
Examined Children 
Positive reaction to tuberculin tests______28 of each 100 303,469 
Childhood type of tuberculosis_______________ 1.5 of each 100 16,257 
Suspicious cases ----------- -------------------------- 3.4 of each 100 36,850 
Adult type of tuberculosis___________________ ___ 1 of each 3,200 338 
The enumerators who made inquiries in the house-to-house canvass 
for the Child Welfare Survey counted 1,535 children (0.4 per cent 
of all those studied) less than 19 years old whom the informant 
described as suffering from tuberculosis. Were this rate applicable 
to children in the State as a whole, there would be 1,674 such cases. 
It is believed that "definite knowledge of less than half the active 
cases of tuberculosis is available, and of that number probably no 
more than half are under supervision and treatment. . • . 
Pellagra is a disease due to a deficiency in the diet and character­
ized clinically by digestive symptoms, dermatitis, and mental and 
nervous symptoms. Its cause is a bone of contention. Dr. Charles 
D. Reece, Director of the Division of Communicable Diseases of the 
Texas State Department of Health, states: ... 
Pellagra is a disease limited practically to the rural sections of 
the Southern States, and for the most part it is limited to those 
farming sections where there is only one main money crop, such as 
cotton or tobacco. In most cases, it is limited to those people whose 
economic condition is such that they are unable to secure an ade­
quate diet throughout the year.. . . A marked feature of this 
disease is the seasonal prevalence in the springtime following the 
restricted or inadequate diet through the winter months. The 
greatest number of deaths in Texas occur during the months of 
May, June, and July.••• 
Only in Mississippi has the reporting of pellagra been adequate, 
according to Dr. Reece. Reporting in Texas has been, in general, 
he believes, poor. The death rates given below should therefore be 
considered a minimum. Chart 2 shows Texas' rank with other 
states in number of deaths from pellagra in a ten-year period. 
CHART 2 
Average number of Deaths Per Year (Over a 10-Year Period) in 
Each State from Pellagra 
Texas ___ _____ ____ ___765.0 Tennessee ______878.8 New Mexico ___ ___ 82.4 
N. Carolina.____ ___621.9 Louisiana ____________273.4 N ew York __________ 20.6 
Georgia ···---··-·--·-·- -·--665.1 Flor ida ------------- - 202.8 Illinois -----·--·--·---- 18.8S. Carolina__________ 555.0 Oklahoma _______________193.0 Maryland -------- 10.4Mississip pi _____________539.0 Virginia _________ ____ _163.1 Arizona ----·--·-- --------- 6.4Alabama. ___________ ____ 500.2 Kentucky _____________107.8 Dist. of Coumbia ______ 4.3Arkansas ______________-4 11.6 California --------·-·-·--- 41.0 W . Virginia ______ _ 0.0 
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From 1924 to 1935 there were 7,550 deaths from pellagra reported 
for Texas-an average of 755 per year. In 1933 the disease proved 
fatal to 645 persons. Texas death rate (per 1,000 inhabitants) in 
1933 was 0.107-one death for every 10,000 of the population, a rate 
more than three times that for the United States as a whole (which 
was 0.030). Pellagra that year accounted for 4.6 per cent of all 
reported Texas deaths from the notifiable diseases. Chart 3 shows 
that Texas is about in the middle rank as regards pellagra death 
rate. 
CHART 3 
A Comparison of Pellagra Death Rates for 1930 
8. Carolina 815.2 Florida ---------- 16.2 Arizona ------ 1.6 
N. Carolina 81~ Tennessee ---------- 15.1 California .8 
Mlealaaippl -- 28.11 Oklahoma -------- 13.4 Maryland ---- .8 
Arkan888 118.8 Louisiana -------- 13.2 Dist. of Columbia-- .6 
Georirla 24.6 Mexico ___ Illinois ------- .2New 10.6 
Alabama 28.9 Virginia --------- 8.9 New York --- .1 
Texas ------ 19.0 Kentucky -------- 4.5 W. Virgin! 0 
The volume of pellagra, as distinguished from the volume of deaths 
from it, is very great. In 1933 there were 360 new cases reported 
to the State Department of Health; in 1934, 820 cases were reported. 
In 1935 the Texas Relief Commission found 2,369 diagnosed cases 
among its clients alone; even if it were assumed that these com­
prised the total number in the State this would be a rate of four per 
10,000 of the general population. . . . 
There appears to have been no special study of the pellagra problem 
among Texas children. The findings of the Child Welfare Survey, 
which are to be accepted with extreme caution, were that 307 children 
less than nineteen years of age-.084 per cent of those studied-were 
ill with the disease during the summer of 1934. 
INTERESTING FACTS TAKEN FROM THE 1938 
REPORT OF THE TEXAS STATE DEPART­
MENT OF HEALTH* 
By 
GEORGE W. COX 
State Health Officer 
The Department of Health gets one-fourth of one cent out of each 
tax dollar (one four-hundredth of our tax money). 
Forty-five of the forty-seven other states exceed Texas in health 
expenditures. The average of public health expenditures in all other 
•Some of this material is paraphrased and not copied verbatim. Where material 
la copied outright, quote marks are used. 
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states is four times as great as those of Texas (the average state 
expenditure is 20 cents per capita; in Texas the public health 
expenditure is 5 cents per capita). 
With a liberal contribution of social security funds our public 
health program has advanced several hundred per cent, but it is still 
far behind our other activities. 
"The Regular Session of the Forty-fifth Legislature provided an 
annual appropriation for 1938-1939 to support six public health dis­
tricts. In the one year of their existence, the personnel of these 
districts have completed 681 health surveys, made 16,584 inspections 
of food and drug establishments and made corrections where defects 
were found, inspected and have given instructions for corrections 
in 2,264 dairies, examined 116 pasteurization plants, and secured cor­
rections in 219 instances where milk was being wrongly labeled. 
Four hundred twenty-nine inspections were made of local health serv­
ices and advice given with regard to the proper procedure to follow, 
and 168 maternity homes were inspected for license as required by 
law. Eight thousand six hundred twenty-five inspections of city 
water plants, sewage disposal plants, schoolhouses, manufacturing 
plants, shellfish and oyster industries and various other industries 
that resulted in 1,396 corrections. One hundred fifty-eight complaints 
were investigated and 1,667 water samples were collected and sent 
to the State Laboratory for analysis. Satisfactory water ratings 
were given to 165 water plants and 12 rodent projects and 5 malaria 
control projects were instituted. Over 100 threatened epidemics 
have been handled with such dispatch by the personnel of these dis­
tricts during the past year that none have become of a serious nature. 
Following the San Saba and Colorado River floods in the spring of 
1938, 4,900 wells were chlorinated, 13,960 persons immunized against 
typhoid fever, and the principles of sanitation were so thoroughly 
put into effect that no sickness occurred that could be attributed to 
flood conditions. 
"Morbidity and mortality reporting for the past two years has 
been better than ever before in the history of the Department. The 
Division of Epidemiology in 1937 received reports on 106,004 cases 
of reportable disease cases which was an increase of 45 per cent over 
the years 1935 and 1936. The work of the Division also included 
field calls and expert consultation on 7 typhoid outbreaks, 27 mis­
cellaneous outbreaks of scarlet fever, dysentery and smallpox, and 33 
field visits on infantile paralysis outbreaks during the past two 
years. 
"Texas maintains its place in the Federal Registration Area by 
registering at least 90 per cent of the births and deaths expected 
by the United States Bureau of Census each year. Over 180,000 
births and deaths were recorded by the Bureau of Vital Statistics 
of the Texas State Department of Health in 1937. Labor furnished 
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through a W.P.A. project is now being utilized to set up an alpha­
betical file of all birth and death certificates since 1931. 
"The Hygienic Laboratory of the State Department of Health is 
one of the five such institutions in the United States licensed by 
the Federal Government to manufacture and dispense biologics. 
During the past two years 4,197 14-day courses of rabies vaccine; 
604,006 cc. of typhoid vaccine; 27,441 ampules of silver nitrate; 
149,510 cc. of toxoid were manufactured and distributed. A total of 
164,496 diagnostic tests of suspected communicable disease specimens 
were made, and 3,607 chemical tests were made on water, food, drug 
and other miscellaneous samples. The brains of over 5,000 animals 
were examined for rabies during this period of time. 
"The operation of the recently created Division of Industrial 
Hygiene has been limited to a period of eleven months time but 
during these months general surveys were made of 1,500 industrial 
establishments for the purpose of locating potential health hazards. 
Special industrial studies have been made of working conditions in 
granite quarries, monumental works, and building stone plants. 
In addition to this survey work, all chemical analyses have been 
made on water, food and drug samples received, and a number of 
tests have been made on effectiveness and completeness of milk 
pasteurization. Special studies have been conducted on stream pollu­
tion and sewage disposal plants. 
"Malaria investigation relative to the inauguration of control meas­
ures have reached 145 Texas counties including the Rio Grande 
area, Buchanan Lake region, and the more seriously affected counties 
of East Texas. Surveys have been made in 178 cities and in 88 
counties concerning control projects, and 204 malaria technicians in 
78 counties have received special training in the approved methods 
of malaria control procedures. Thirty-five thousand two hundred two 
blood slides have been collected and 31,412 blood slides have been 
stained and the results examined and recorded in the laboratories of 
this Division. 
"The work of malaria investigations has been supplemented during 
the biennium by a program of community sanitation and malaria 
control. The Works Progress Administration has provided the labor 
needed to carry on drainage, clearing, and other similar projects 
in 77 counties. An average of 2,777 laborers were used in con­
structing 3,412,682 feet of channel which resulted in the proper sur­
face drainage. Seven thousand acres of mosquito breeding areas 
have been grubbed and cleared, and 14,000 acres have been dusted 
and oiled. This work has brought malaria protection to 700,000 
Texas citizens. Community sanitation projects have resulted in the 
construction of 27,590 sanitary pit privies built in previous years, 
construction of 196 septic tanks, and the laying of 115,560 feet of 
absorption tile. One hundred one counties have benefited from 
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these projects and an average of 1,132 laborers were given em­
ployment. 
"Newspapers of the State have been very cooperative with the 
Division of Public Health Education in the publishing of informa­
tional articles on public health. During the past two years 365,060 
column inches of newspaper clippings pertaining to public health 
subjects have been received by the State Department of Health. If 
this space were combined in one newspaper it would cover 2,982 
pages of eight columns each. 
"The radio is being utilized as a channel of public health educa­
tion. Regular weekly broadcasts are made over three prominent 
Texas stations, and for twelve months electrical transcriptions were 
distributed to twenty-three other radio stations. The Texas State 
Department of Health was the first such organization to make 
electrical transcriptions for broadcasting purposes, and other states 
have followed the lead of Texas in this field. 
"The Division of Public Health Education has mailed out upon 
request nearly one and one-half million pieces of health literature 
during the biennium. Through means of a motion picture film 
library, appropriate films are available to responsibde organizations 
and physicians over the State." Visual education is becoming im­
portant. These films are used to instruct physicians in obstetrics, 
pediatrics, and venereal diseases. "Two exhibit trucks, one for 
maternal and child hygiene and the other for the Sanitary Engineer­
ing Division, have been routed over the State on a twelve months 
basis, and their exhibits have been viewed by many thousand 
Texans." 
"Since March, 1937, the Division of Tuberculosis Control has held 
98 clinics in 23 counties in which 2,929 patients were examined for 
suspected tuberculosis. Of this group 480 cases active with this 
disease were discovered, and at least 350 of these victims had not 
been previously recognized as having tuberculosis. Clinics are held 
in only those counties possessing an affiliated nursing service and 
only upon a written invitation for the work from the County Med­
ical Society. In conjunction with this case finding service, there is 
integrated a well diversified educational program." More than 4,000 
die in Texas every year from tuberculosis. The Texas death rate 
exceeds the national rate, but both are declining. The incidence of 
the disease will not exceed 40,000 active cases in Texas, and thus 
one in ten dies. 
"The Bureau of Sanitary Engineering in 1937 and 1938 held train­
ing schools in which 450 water plant operators and 65 sewage plant 
operators participated, and certificates of qualification were granted 
through examination of 556 water plant operators and 22 sewage 
plant operators. Sixty-five Texas cities are now entitled to display 
approval placards indicating their water supplies meet State Health 
Department standards. This represents an increase of 82 per cent 
101 Socialized Medicine 
over the previous biennium. Eighty-three Texas cities have under 
construction water and sewage projects, the plans of which have 
been approved by the State Department of Health. 
"Stream pollution surveys have been made on approximately 710 
miles of stream, while during the preceding biennium only 200 miles 
of such work was completed. One thousand one hundred ninety-five 
tourist camps were inspected; oyster certification has been materially 
improved as has also the inspection of travel terminals, ice factories, 
state parks, and swimming pools. 
"Prior to July, 1938, the Division of Veneral Disease Control, due 
to limited funds, was forced to confine its activities to an educational 
campaign. With the passage of the LaFollette-Bulwinkle Bill by the 
National Congress, Federal funds were allocated to Texas under 
certain restrictions. One restriction was that said funds be ex­
pended only toward venereal disease activities and, further, these 
funds cannot be used to replace existing appropriations for such 
work. To share in these funds it is also necessary for the State to 
supplement them. Since no State appropriation has been made for 
venereal disease control, it has been necessary that local appropria­
tions be used for this purpose. To date budgets have been sub­
mitted for several of the large cities in the establishment of local 
clinics and in most instances they have been approved. The secre­
taries of ninety county medical societies have been notified that 
drugs are available and to date eighteen counties, through their 
county medical societies, have qualified to receive drugs. One thou­
sand four hundred eighty ampules of neoarsphenamine and 3,320 cc. 
of bismuth have been distributed." The personnel of the Division of 
Venereal Disease Control and Mental Hygiene consists of one director 
and one stenographer; on such limited funds an educational cam­
paign is the only possible policy. 
Bureau of Food a,nd Drugs.-"There was an increase of 79 per 
cent in the number of towns visited, 19 per cent increase in the 
number of establishments visited, 82 per cent increase in the amount 
of food and drugs condemned, 50 per cent increase in the number of 
offi.cials' samples collected, and 80 per cent increase in the number 
of convictions obtained for violation of the food, drug and health 
laws of this State by the Bureau of Food and Drugs during the 
past two years." 
Botulism, a dreaded food infection that formerly killed as many 
as 345 people in Texas in one year, has all but disappeared as a 
result of the work of the Bureau of Food and Drugs. Eight cases 
broke out in one instance in 1938 due to home-canned chili and 
resulted in two deaths. Other outbreaks like this in Texas in 1938: 
milk-borne typhoid fever, one outbreak, 14 cases, and no deaths; 
milk-borne scarlet fever, 1 outbreak, 9 cases, no deaths. 
Anyone in Texas can concoct any sort of medicine and sell it to 
the general pub)ic without license or regulation, and thousands of 
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our people are incapacitated each year because of poisonous cos­
metics, inert drugs, and contaminated foods; Texas needs a new 
and modern food and drug law. 
"The Division of Milk Sanitation has shown a large increase in 
activities not only in the number of towns adopting the standard 
milk ordinance which was formerly the standard by which the activi­
ties were measured, but by the actual number of dairies visited and 
the great number of dairies legally adopting the use of the Grade A 
label, and maintaining a standard of sanitation which entitles them 
to the use of this label as provided for by law. The Texas Milk 
Label Law was passed during this biennium, and under this law 
and through the increase of the personnel in the districts, there is 
little comparison between the activities formerly carried on and 
the vast amount of work now being accomplished by this Division. 
"Statistically, increased activities of the Division of Maternal and 
Child Health can be shown in the increase in nursing visits to 
ante partum and post partum cases where the gain has been from 
18,514 to 47,452-approximately 300 per cent. In nursing visits to 
infants and pre-school children the growth has been from 39,349 to 
131,847-a gain of approximately 350 per cent; and in visits to the 
school child, the growth has been from 41,541 to 148,553, or approxi­
mately 400 per cent." 
Health units for maternal and child health: in 1936 there were 
only 7 county health units and 13 county nursing services in Texas, 
but in 1938 there were 14 county health units, 6 public health di~ 
tricts, 3 city health units, 28 nursing services and 6 cooperating 
services. 
The Division of Maternal and Child Health has done much for 
health education: in 1938, 963 lectures were given to approximately 
100,000 people. Many children and adults saw trailer exhibits, films 
and dental puppet shows. 
Texas is divided into health districts for a dental program. Dentists, 
through a voluntary program, inspected 375,000 school children, and 
these inspections led to 22 per cent corrections. "The effect of the 
dental program is beginning to be shown. There has been an in­
crease of 300 per cent in inspections made on pre-school children in 
counties where services existed and in inspections of school children, 
the growth has been over 1,000 per cent where the number of in­
spected has increased from 8,392 in the previous biennium to 116,624 
in the present biennium. 
"The effect of the program as an educational measure is reflected 
somewhat in the immunization program where the number of small­
pox immunizations has grown from 21,170 to 48,601 a 100 per cent 
increase; and in diphtheria immunizations from 22,922 to 56,637­
approximately 150 per cent." 
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IMMUNIZATION STATUS OF TEXAS SCHOOL CHILDREN 
CLASSIFIED BY HEALTH SERVICE, BY TYPE IMMUNIZATION, 
AND BY GRADES 
Counties With Counties Without 
Full-Time Health Full-Time Health 
Services Services State 
Number students (all grades) __72,010 73,564 145,574 
Per cent immunized-
Per Cent Per Cent Per Cent 
Smallpox --------------------­----­ 70.4 24.1 52.7 
Diphtheria ---------------------­ 68.9 43.0 56.3 
Typhoid ----------------------------­ 21.9 11.4 16.7 
Whooping Cough -------------­ 15.5 12.9 14.3 
Number in first grade_____________ ll,848 11,810 23,158 
Per cent immunized-
Per Cent Per Cent Per Cent 
Smallpox ---------------------­ 74.4 14.9 44.6 
Diphtheria -----------------------­ 69.2 29.7 47.9 
Typhoid -------------------­
Whooping Cough ----------­
11.8 
12.5 
8.1 
9.5 
9.9 
11.0 
MATERNAL DEATHS IN TEXAS PER 10,000 LIVE BIRTHS 
Number of 
Year Deaths 
1933---------------------------------------------------------------------------------- 77 
1934----------------------------------------------------------------------------- 73 
1935---------------------------------------------------------------------------- 73 
1936-------------------------------------------------------------------------- 69 
1937__________________________________________________________________________ 57 
Even yet the rate of maternal deaths is higher for Texas than for 
the Nation as a whole, although the number of such deaths is steadily 
decreasing. 
DIPHTHERIA DEATHS IN TEXAS PER 100,000 PERSONS 
Number of 
Year Deaths 
1932------------------------------------------------------------------------------- 14.5 
1933----------------------------------------------------------------------------------- 10.5 
1934------------------------------------------------------------------------- 7.o 
1935--------------------------------------------------------------------------------- 7.5 
1936_______________________________________________________________ 5.0 
1937_____________________________________________________________________________ 4.0 
In 1937, typhoid, diphtheria, and maternal mortality in Texas 
reached the lowest level in the history of the State. 
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The State Health Department employs a Negro physician and 
several Negro nurses to promote health among Negroes. They vi~ 
ited 25,000 people in 1938. They try mainly to train midwives in 
cleanliness and danger signs. 
The Division of Communicable Disease Control and Epidemiology 
in 1938 investigated epidemics of typhoid fever, milk-borne diseases 
(scarlet fever, typhoid, and dysentery), infantile paralysis, spotted 
fever, and carried on sanitation and immunization at the San Angelo 
fiood and a Navarro County tornado. 
Texas has only fifteen county health units. The minimum annual 
cost for such a unit is $10,000; this sum defrays the cost of a direc­
tor, who is a physician trained in public health, a nurse trained in 
public health, a trained sanitarian and a clerk. The type of service 
that this personnel is capable of rendering is recognized by the State 
Department of Health as ideal in promoting health and bringing it 
closer to the average citizen. County health units can be established 
now only where the county can meet its share of the financial burden. 
We need a constitutional amendment to allow counties to levy a tax 
for this purpose. We now have a greater number of county health 
units than ever before because social security funds are available. 
There are two neighboring Texas counties: A county has a county 
health unit and B county does not. A county had no deaths from 
typhoid fever, diphtheria and scarlet fever, while B county had 
six; B county had three times as many deaths from tuberculosis as 
did A county. "That is real proof that health is purchasable." 
INTERESTING FACTS ON PUBLIC HEALTH 
IN TEXAS* 
Syphilis is Texas' greatest menace. It is estimated that 600,000 
Texans have had it, have it now, or will have it. It is one of the 
deadliest of all killers in the State's history; it exacted a toll of six 
hundred and twenty-nine lives in 1936. However, if all deaths which 
were complicated by syphilis had been reported as syphilis, deaths 
from this disease would have been more than quadruple this number. 
Syphilis does one hundred times as much damage annually as in­
fantile paralysis. Through the centuries syphilis has been kept 
alive by secrecy and false modesty. And yet fifty per cent of the 
victims acquire syphilis innocently. Unless something is done to stop 
spread of this disease, the State of Texas can expect 24,000 new cases 
each year. Texas is neither better nor worse than any of the other 
states, but we have a crying need just the same. 
Texas has approximately twelve thousand patients confined in state 
hospitals for the mentally ill. There are now more than 1,300 on the 
waiting list unable to be placed in one of the State hospitals. Of 
•Taken from statements and publications of the Texs.a State Health Department. 
COMMUNICABLE DISEASE MORBIDITY IN TEXAS* 
Number of Cases Reported by Disease and by Year in Texas 
1938 1987 1986 1985 1984 1933 1932 1931 1980 1929 1928 
Anthrax ··-··-··-·----···--·-··-··-··----------- 8 8 8 8 11 10 1 s 7 1 6 
Chickenpox 6,085 2,694 4,060 5,654 8,650 2,247 2,252 2,340 1,914 2,448
····-·--·············- ·······--··----·- 6,628 
Dengue ··--···· ··----·---·····-···-··--·-··-- -------·· 143 257 so 107 183 100 35 16 17 88 47 
Diphtheria 2,205 2,155 3,512 S,943 5,756 4,804 2,276 1,936 2,906 1,969
···--·-·--·-·-···--····-·············· 2,348 
Dysentery ······---·-···-··············-···-·-···­ 987 2,008 383 446 1,844 780 90 52 277 72 116 
Influenza -·-····-----·······-·· ·-··---············-·-16,219 40,962 15,278 14,421 12,578 15,208 11,275 1,952 2,617 25,306 6,708 ti.) 
Leprosy ··-··--·-·--·-···--··-·-··--··-- 16 15 10 19 27 6 0 2 0 
' 
2 c 
Leth. Enceph. ·---------------------·-·----- 85 47 19 16 34 73 4 3 6 2 6 
Malaria 
·-··----··---- ·----··----·- 4,400 19,026 25,373 26,304 21,790 17,124 7,132 7,756 8,968 15,932 14,448 ~· 
......Malta Fever ------------·······------ 238 198 43 46 21 43 33 11 5 8 0 
--·-----·--·----·······---- 6,710 (I)Measles 14,768 8,119 4,073 28,632 22,146 4,694 2,{24 4,274 4,053 6,673 ~· 
Meningitis ------------··--------- 90 241 273 148 93 86 20 44 60 51 88 R. 
Mumps ·--·--···--·-----·-····---- 2,204 8,177 9,659 S,610 1,140 1,357 574 1,488 935 736 1,105 
Ophthalmia --·-·--·····---·-------·--- 68 72 27 27 55 22 5 4 10 16 1 
Pellagra ----------·--··--·-·- --· 1,926 1,676 689 546 782 623 19 54 33 48 181 ~ 
Pneumonia --·--·--··------·······-·-- 5,166 6,104 3,892 8,489 4,190 1,885 953 682 711 1,167 810 
(I) 
Poliomyelitis --·-----····-·····-······-- 63 635 68 79 152 53 72 88 134 17 84 ~ 
Rabies 109 75 164 182 173 54 18 7 20 12 8 RelapsingF;;;-e~--==~-~:===::= 87 43 3 12 8 5 0 0 0 0 0 ~· 
Scarlet Fever -----·--·---- 4,446 4,378 2,982 2,792 .8,484 8,004 2,601 1,893 1,716 2,318 2,646 (I) 
Smallpox ----- -·----------·····-· 636 166 76 647 886 859 1,035 1,819 2,718 2,457 1,980 
Trachoma ·-··-·---·--······----·-·-····- 101 152 73 60 400 171 42 69 65 40 85 
Tuberculosis ·-····-------·-·--·-··----···-- 3,600 8,862 2,648 8,029 3,018 3,017 1,268 1,066 1,186 1,002 781 
Tularemia ············---·-··------·--··········-------· 83 44 18 15 24 42 16 4 1 3 0 
Typhoid Fever -----····-·-·---··-··--···-- · l,612 1,729 918 1,389 1,796 1,831 941 836 669 749 608 
Paratyphoid --·· ·-··· ·-·····---··-··-·--------·· 71 103 71 68 108 101 55 24 14 10 24 
Typhus Fever ·----··--·-·---·-- 497 453 327 265 465 398 227 43 13 8 6 
Whooping Cough - ··--···-··- -·····--·---·--·---- 9,846 10,091 1,764 8,009 9,145 6,019 1,967 1,251 788 2,899 1,598 
*Too much weight should not be given to these figures, since they include only the cases reported to the State Health Department and 
not all that existed. 
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DEATH RATES FOR SELECTED CAUSES: TEXAS, 1933-1937* 
Cause of Death 
Total deaths --------------------······-------------­
Typhoid and paratyphoid fever.·-··------------------------ ------­
Measles ····-·---- ----- -------------------------··-···-------­Scarlet fever_______ _____ 
Whooping cougL---------- -------------------- ---­
Diphtheria ----------- ---------­
Influenza ----------------------­
Dysentery ----------------------------­
Erysipelas ------- ------------------·-···-·········------------­Acute poliomyelitis and acute polioencephalitis________ _______ 
Epidemic cerebrospinal meningitis·- ----------------------------­
Tuberculosis of the respiratory ayatem_________ -- - --­
Tuberculosis (all other forms>-- - ---------------------------- - ---­
Syphilis ------------------- ------------ -------···­
Malaria ---------------------------------- --------------· 
Cancer of digestive tract and peritoneum..-------------------­Cancer of uterus and other female genital organs______ ______ 
Cancer of the breast.._____ ___ _____ 
Cancer (all other ·forms)
Acute rheumatic fever_ 
Chronic rheumatism, oeteoarthriti•---------------­
Diabetes mellitua ------- ----------------­
Pellagra - ----------------­
Alcoholism (acute or chronic)----··-------------- - -------­
Progressive locomotor ataxia (tabes doraalis), general paralysis of insane 
Cerebral hemorrhage, cerebral embolism and thrombosis_______ 
Chronic rheumatic heart diseaee•------------- ----------- -----Diseaees of coronary arteries and angina pectoris______________ 
Heart diseases (all other forms>------------------------------- --------­
Arteriosclerosls (except coronary) , idiopathic anomalies of blood-pressure 
Pneumonia (all forms) . 
Ulcer of stomach and duodenull'.L.-.---- ----------­
Diarrhea and enteritis (under 2 years>-------------­
Diarrhea and enteritis (2 years and over) __ 
Appendicitis-------------- ------ --------------­Hernia, intestinal obstruction_________ ____________ 
Cirrhosis of the liver.·-···---------·---··--··---·· --------­
Biliary calculi and otber diseases of the gall-bladder and biliary passages 
Nephritis ----- --------- ---------------------­
Puerperal septicemia. ------ --------­
Puerperal albuminuria and eclempsia, other toxemias of pregnancy__ _ 
Other puerperal causes 
Congenital malformations.--- - ------------ ------­
Suicide .... 
Homicide 
Automobile accidents (primary)
Other motor vehicle accidents_ _ 
Other accidents .._____ 
All otber causes'- ---------- ------------­
Death 
1937 
1,060.4 
6.4 
3.5 
0.8 
6.9 
3.9 
52.9 
8.1 
0.9 
2.1 
1.5 
64.9 
4.6 
10.6 
6.8 
31.7 
11.4 
6.0 
23.8 
1.1 
1.1 
12.6 
9.4 
1.9 
3.2 
69.3 
1.5 }45.1 
123.7 
9.8 
86.5 
5.1 
31.4. 
7.0 
12.8 
9.6 
4.9 
4.9 
60.1 
4.0 
3.2 
3.6 
7.5 
13.0 
13.8 
32.9 
1.1 
54.6 
181.0 
Rate (Number 
1936 
1,076.7 
6.6 
2.7 
1.0 
2.2 
5.6 
53.2 
6.3 
1.4 
0.6 
2.1 
67.2 
4.3 
10.7 
8.1 
31.1 
11.8 
6.1 
24.6 
1.6 
0.9 
12.7 
11.7 
2.0 
3.0 
62.2 
168.0 
9.0 
100.8 
4.6 
26.8 
7.4 
13.7 
10.7 
6.6 
4.6 
61.7 
4.6 
3.4 
4.6 
7 .8 
12.8 
14.5 
31.6 
1.1 
49.6 
193.1 
per 100,000 
1936 
1,014.7 
8.9 
2.6 
1.0 
3.4 
7.7 
39.2 
7.3 
1.6 
0.8 
1.4 
64.3 
4.9 
10.4 
10.6 
29.5 
11.2 
5.3 
22.6 
1.4 
1.2 
11.7 
10.6 
1.8 
3.2 
64.8 
152.4 
8.2 
83.8 
4.6 
29.2 
8.0 
14.6 
10.8 
5.3 
6.0 
58.0 
6.5 
3.6 
4.6 
7.8 
11.9 
14.2 
29.6 
1.0 
48.3 
181.1 
F.stimated 
1934 
989.3 
8.1 
10.7 
1.0 
8.2 
7.3 
28.5 
8.0 
1.4 
1.2 
1.0 
61.9 
4.6 
10.2 
8.2 
28.6 
10.6 
6.8 
21.7 
1.5 
0.8 
11.8 
9.5 
1.8 
3.4 
62.0 
141.9 
8.4 
78.1 
4.1 
27.4 
8.4 
16.8 
10.3 
4.8 
6.2 
68.0 
6.9 
3.7 
4.5 
7.9 
11.7 
16.3 
26.2 
1.4 
46.7 
186.0 
Population) 
1933 
983.9 
9.9 
9.8 
1.2 
6.1 
10.8 
43.2 
7.8 
1.1 
0.8 
0.9 
66.5 
6.4 
9.8 
7.2 
28.4 
11.0 
6.0 
20.1 
1.6 
1.0 
11.6 
11.9 
1.3 
3.1 
69.9 
132.7 
7.7 
65.8 
4.2 
31.1 
10.1 
14.9 
10.8 
4.6 
4.9 
57.7 
6.6 
3.7 
4.6 
7.3 
12.1 
16.1 
21.6 
1.1 
44.7 
187.1 
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NUMBER OF DEATHS UNDER 1 YEAR OF AGE FROM SELECTED CAUSES, AND DEATH RATES, BY 
URBAN AND RURAL AREAS, AND BY RACE: TEXAS, 1937* 
Cause of Death 
Number 
Other 
Death Rate (Number per 
1,000 Live Births) 
Other 
All causes____ 
Measles -----­
Total 
8,575 
51 
Urban 
8,856 
14 
Rural 
5,219 
37 
White 
7,296 
47 
Negro 
1,278 
4 
Races 
2 
Total 
73.9 
0.4 
White 
71.4 
0.5 
Negro 
92.2 
0.8 
Races 
29.9 
Scarlet fever --------­-
Whooping cough -------------------­
Diphtheria ---------·------------­
Influenza ····---····--··-·--······ 
Dysentery -----------······--· 
Erysipelas ----------------­Encephalitis (lethargic or epidemic) _____________ 
Meningitis (epidemic cerebrospinal) ----------­ -­
Tetanus ······························--------­Tuberculosis of respiratory system_______________ 
Tuberculosis of meninges­_____________________ 
Other forms of tuberculosis... -----­·------------­--­-
Syphilis ·····················----·-------------------------------­Purulent infection, septicemia__________________ 
Malaria ······'"------­----------------------­Other infectious, parasitic diseases___________ 
Rickets ·----------------­
Diseases of the thymus gland ..----------­ -----­
Hemorrhagic conditions --------------­
Anemias ------------------­-----­-----­
Enco;ph!'l!tis (nonepidemic) -----­---­----------­
Men1ng1t1s -------------- ---­-­--­
Cerebral hemorrhage, cerebral embolism and thrombosis 
Convulsions ---------------------------­Diseases of ear, mastoid process____________________ _ 
Other diseases of nervous system and sense organs.... 
Diseases of circulatory system -­------­
Pneumonia, all forms·------- --------­---------------------­
Other diseases of respiratory system............ ------------···· 
Diseases of buccal cavity and annexa, pharynx, tonsils 
Diseases of stomach.... ·-·-···············-········--··--------­
Diarrhea and enteritis..........·-·-················-------­
Hernia -----­ ·---------------------.. ---------­----------------­
Intestinal obstruction -----­-----------------------­Peritonitis (cause not specified) _________________ ______ 
Other diseases of digestive system___________________ 
Diseases of genitourinary system_______________ 
Diseases of skin, cellular tissue__________________ 
Congenital malformations --------­--------------­
Congenital debility --­---------­----------­
Premature birth - ----------------------­Injury at birth________________________ 
Other diseases of early infancy_____ 
External causes -­---­
Unknown, ill-defined causes. 
All other causes.... ________··----------­
2 
285 
84 
850 
229 
14 
1 
12 
60 
27 
15 
5 
109 
8 
44 
32 
8 
39 
19 
11 
11 
46 
15 
68 
51 
7 
36 
1,039 
91 
35 
98 
1,585 
4 
69 
7 
13 
30 
21 
400 
410 
1,891 
556 
231 
146 
369 
41 
1 
105 
11 
111 
44 
2 
1 
9 
8 
10 
10 
s 
63 
2 
9 
16 
1 
21 
5 
7 
4 
25 
4 
9 
23 
2 
15 
427 
88 
10 
23 
690 
1 
32 
1 
4 
11 
10 
162 
100 
876 
251 
89 
40 
39 
17 
1 
180 
28 
289 
185 
12 
3 
52 
17 
5 
2 
46 
6 
35 
16 
7 
18 
14 
4 
7 
21 
11 
59 
28 
5 
21 
612 
58 
25 
75 
895 
3 
37 
6 
9 
19 
11 
238 
310 
1,015 
305 
142 
106 
330 
24 
2 
199 
30 
290 
200 
14 
1 
7 
47 
21 
14 
3 
69 
8 
83 
31 
7 
31 
18 
9 
11 
36 
13 
36 
44 
7 
29 
845 
78 
81 
81 
1,453 
1 
54 
7 
12 
24 
16 
368 
342 
1,613 
511 
194 
109 
263 
36 
36 
4 
60 
29 
5 
13 
6 
1 
2 
40 
11 
1 
1 
8 
1 
2 
io 
2 
32 
7 
7 
194 
13 
4 
17 
131 
3 
15 
1 
6 
5 
32 
68 
277 
45 
37 
37 
106 
5 
1 
(a) 
2.0 
0.3 
3.0 
2.0 
0.1 
(a) 
0.1 
0.5 
0.2 
0.1 
(a) 
0.9 
0.1 
0.4 
0.3 
0.1 
0.3 
0.2 
0.1 
0.1 
0.4 
0.1 
0.6 
0.4 
0.1 
0.3 
9.0 
0.8 
0.3 
0.8 
13.7 
(a) 
0.6 
0.1 
0.1 
0.3 
0.2 
3.4 
3.5 
16.S 
4.8 
2.0 
1.3 
3.2 
0.4 
(a) 
1.9 
0.3 
2.8 
2.0 
0.1 
(a) 
0.1 
0.5 
0.2 
0.1 
(a) 
0.7 
0.1 
0.3 
0.8 
0.1 
0.3 
0.2 
0.1 
0.1 
0.4 
0.1 
0.4 
0.4 
0.1 
0.3 
8.3 
0.8 
0.3 
0.8 
14.2 
(a) 
0.5 
0.1 
0.1 
0.2 
0.2 
3.6 
3.3 
15.8 
5.0 
1.9 
1.1 
2.6 
0.4 
2.6 
0.3 
4.3 
2.1 
0.4 
0.9 
0.4 
0.1 
0.1 
2.9 
0.8 
0.1 
0.1 
O.i 
0.1 
0.1 
0.7 
0.1 
2.8 
0.5 
0.5 
14.0 
0.9 
0.3 
1.2 
9.5 
0.2 
1.1 
0.1 
0.4 
0.4 
2.3 
4.9 
20.0 
3.2 
2.7 
2.7 
7.6 
0.4 
14.9 
14.9 
~ 
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*From Vital Statistics, Special RepO'l"ta, Summart1 fO'r Tezae: 1937, Department of Commerce, Bureau of the Census, Washin&'ton, 
April 27, 1939, Vol. 6, No. 50, Table P, p. 906. 
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these numbers, approximately twelve per cent are of unsound mind, 
or mentally ill, as a result of having had syphilis. This would repre­
sent .more than 1,500 patients requiring hospitalization because of 
syphilis, which is a preventable disease. Texas had 3,909 still births 
in 1936. Of this amount, 20 per cent can be attributed to syphilis, 
or a total of 782 preventable deaths. 
Mr. V. M. Ehlers of the Texas State Health Department says: 
There are great numbers of cases of hookworm in Texas. Studies 
have been made showing a very high incidence of this disease in 
school students coming from rural regions. 
There are approximately 100,000 cases of malaria recorded in 
Texas annually. 
Failure to protect our water supplies has resulted in over 300 
epidemics in Texas in the last 20 years. 
Failure to provide sanitary drinking fountains and to wash res­
taurant and soda fountain glasses well has spread trench mouth 
wide and handsome throughout Texas. 
There are eight diseases we can get from milk, water, and swim­
ming pools. Swimming pools should be chlorinated, and should have 
in them an excess of chlorine so that not only the germs present 
will be killed but also those which might be brought in will be 
killed. 
We are sick twice too much in Texas. 
Dr. J. M. Coleman of the Texas State Health Department says: 
We can do away with much of this agitation for socialized medicine 
if we have enough money for the State Health Department's disease 
prevention program. 
The maternal mortality rate in Texas is not a question of lack of 
medical care, but rather a question of ignorance and carelessness 
on the part of mothers and prospective mothers. 
The United States does not compare favorably with other countries 
in respect to the maternal mortality rate. The rate is lowest in 
Holland. Until two years ago, Texas ranked 45th of all the states 
in the United States in this respect, although now Texas is nearing 
the average for the nation. 
SOCIALIZED MEDICINE BILL PROPOSED IN 
MASSACHUSETTS 
HOUSE NO. 351 * 
AN ACT to create a Department of Public Medicine and Health, 
which shall take over the activities of the Department of Public 
Health and of the Department of Mental Diseases, and certain 
•This bill for state medicine in lllassachusetta was introduced annually from 1929 
to 1988. 
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of the activities of the Department of Public Welfare and of the 
Department of Industrial Accidents. 
Be it enactt-d by tke Senate and House of Representatives in General 
Court assembled, and by tke authority of tke same, as follows: 
SECTION 1. There is hereby created and established a Department 
of Public Medicine and Health, hereinafter called the Department, for 
the purpose of furnishing a free and complete medical service to the 
people of the commonwealth of Massachusetts, patterned upon the 
Bureau of Medicine and Surgery of the United States Navy. 
SEC. 2. The Department takes over and assumes all the duties and 
privileges of the Department of Public Health. 
SEC. 3. The Department takes over and assumes all the duties and 
privileges of the Department of Mental Diseases. 
SEC. 4. The Department takes over such activities as refer to 
medical matters and public and private hospitals now carried on by 
the Department of Public Welfare. 
SEC. 5. The Department takes over all medical activities of the 
Department of Industrial Accidents. 
SEC. 6. The Department takes over and assumes all the activities 
of all local boards of health and school physicians in the common­
wealth. 
SEC. 7. The Department shall be administered by a Commissioner 
of Public Medicine, who while holding this office, shall have the title 
of Medical Administrator of Massachusetts. He shall be assisted by 
a board of five other members of the medical corps as deputy com­
missioners whose titles while holding this office shall be Assistant 
Medical Administrators of Massachusetts. 
SEC. 8. The Medical Administrator and the five Assistant Medical 
Administrators mentioned under section seven hereof shall be regis­
tered physicians or surgeons of at least forty years of age. The first 
Medical Administrator and the first five Assistant Medical Admin­
istrators to serve under this Act shall be appointed by the Governor 
and Council for a period of five years after the expiration of which 
the second and succeeding Medical Administrators and the second 
five and succeeding Assistant Medical Administrators shall be selected 
from the three highest ranks of the medical corps (senior medical 
directors, medical directors, and medical inspectors) in open and 
competitive examinations conducted under rules promulgated and 
established by a board of examiners appointed by the first Medical 
Administrator, to serve during good behavior and subject to rules 
of retirement hereinafter specified. Vacancies shall be filled by the 
holding of special examinations. 
SEC. 9. There shall be in the Department a Division of Physicians 
and Surgeons, to be known as Division A and so referred to herein­
after. One of the above mentioned Assistant Medical Administrators 
shall be the chief of this division, the personnel of which shall 
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comprise all registered physicians and surgeons practising in th~ 
commonwealth, who shall elect to accept and submit to the provisions 
of this Act. From among each one thousand of the personnel of this 
division, the first Medical Administrator shall appoint five senior 
medical directors, forty medical directors, and eighty medical in­
spectors, total one hundred and twenty-five, one-half of whom shall 
serve for a term of three years and one-half for a term of six years, 
at the expiration of which terms their successors shall be selected 
from among such members of the personnel of this division as desire 
to compete for the position mentioned in open and competitive exam­
inations conducted by the board of examiners, to serve during good 
behavior and subject to rules of retirement hereinafter specified. 
Vacancies shall be filled by the holding of special examinations. 
SEC. 10. There shall be in the Department a Division of Dentists 
to be known as Division B, and so referred to hereinafter. One of the 
above mentioned Assistant Medical Administrators shall be the chief 
of this division, the personnel of which shall comprise all registered 
dentists practising in the commonwealth who shall elect to accept and 
submit to the provisions of this Act. From among each one thousand 
of the personnel of this division, the first Medical Administrator shall 
appoint five senior dental directors, forty dental directors, and eighty 
dental inspectors, total one hundred and twenty-five, one-half of 
whom shall serve for a term of three years and one-half for the 
term of six years, at the expiration of which terms their successors 
shall be selected from among such members of the personnel of this 
division as desire to compete for the positions mentioned in open and 
competitive examinations conducted by the board of examiners, to 
serve during good behavior and subject to rules of retirement herein­
after specified. Vacancies shall be filled by the holding of special 
examinations. 
SEC. 11. There shall be in the Department a Division of Nurses, 
to be known as Division C, and so referred to hereinafter. One of 
the above mentioned Assistant Medical Administrators shall be chief 
-0f this division, the personnel of which shall comprise all nurses 
registered in the commonwealth who shall elect to accept and submit 
to the provisions of this Act. From among their number the first 
Medical Administrator shall appoint the necessary number of super­
intendents, chief nurses, and head nurses, one-half of whom shall 
serve for a term of two years and one-half for four years, at the ex­
piration of which terms their successors shall be selected from among 
such members of the personnel of this division as desire to compete 
for the positions mentioned in open and competitive examinations 
conducted by the board of examiners, to serve during good behavior 
and subject to rules of advancement and retirement hereinafter 
specified. Vacancies shall be filled by the holding of special 
examinations. 
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SEC. 12. There shall be in the Department a Division of Pharma­
cists and Chemists, to be known as Division D, and so referred to 
hereinafter. One of the above mentioned Assistant Medical Admin­
istrators shall be the chief of this division, the personnel of which 
shall be organized by the first Medical Administrator on lines similar 
to those established above for the personnel of Division C. 
SEC. 13. There shall be in the Department a Division of Tech­
nicians, to be known as Division E, and so referred to hereinafter. One 
of the above mentioned Assistant Medical Administrators shall be 
the chief of this division, the personnel of which shall be organized 
by the first Medical Administrator on lines similar to those estab­
lished above for the personnel of Division C. 
SEC. 14. The Department may establish or abolish such other 
divisions and subdivisions as it shall deem necessary or advantageous 
for the promotion of the purposes of this Act, and employ and dis­
charge the necessary number of secretaries, clerks, and other assist­
ants, subject to civil service rules. 
SEC. 15. The Department shall have charge of the upkeep and 
operation of all public hospitals and the force employed there; it shall 
have full supervision of all private hospitals and their employees; it 
shall advise and have power of supervision with respect to all questions 
connected with hygiene and sanitation affecting the people of the 
commonwealth and, to this end, shall have opportunity for necessary 
inspection; it shall provide for physical examinations of such citizens 
of the commonwealth as desire it; it shall pass upon the competency, 
from a professional standpoint, of all members of the personnel of 
the various divisions of the Department, and their promotion, by 
means of examinations conducted under its supervision or under 
forms prescribed by it; it shall have power to appoint and remove 
all nurses of Division C; it shall maintain and operate medical supply 
depots, medical laboratories, hospitals, and dispensaries; it shall 
require for all supplies, medicines, and instruments used by the 
Department; and it shall have control of the preparation, reception, 
storage, care, custody, transfer, and issue of all supplies of every 
kind used in the operation of the Department. 
SEC. 16. The main duty and purpose of the Department shall be 
to establish and maintain at all times conditions of as perfect health 
as it is humanly possible to attain within the population of the 
commonwealth through preventive measures rather than cure and 
for this purpose the Medical Administrator is charged with the 
distribution of the available personnel of the various divisions in 
such a manner as will most effectively and successfully accomplish 
said purpose. 
SEC. 17. The Department shall establish a set of rules governing 
the appointment, promotion, discharge for cause, retirement on 
account of age or invalidity, hours of duty, sick leave, annual vaca­
tions, special vacations for study, and pensions of the personnel of 
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its various divisions with a view to establish within the Department 
a perfect esprit de corps and cooperation. 
SEC. 18. The Department shall render free medical and surgical 
services of all kinds known to science in all cases of sickness, acci­
dent, and childbirth, to all citizens of the commonwealth at any time 
when called upon including transportation to and from hospital, 
maintenance in hospital, and all drugs and artificial appliances and 
limbs, required or deemed advantageous for the speedy restoration of 
a sick or injured person. 
SEC. 19. Noncitizens of the commonwealth who accept the serv­
ices of the Department shall pay for services rendered at rates estab­
lished by the Medical Administrator. Such payments shall be for­
warded to the treasurer of the commonwealth who shall credit same 
to the Department. 
SEC. 20. No person connected with the Department shall at any 
time accept a gratuity or present in payment for services rendered 
hereunder. Acceptance of such gratuity or present shall constitute 
sufficient cause for discharge. 
SEC. 21. The following schedule of salaries and allowances is 
hereby established, subject to change by the Legislature only, as 
remuneration of officers and personnel under this Act, with the 
exception of such officers and personnel as are taken over from other 
departments and whose pay has been already established, as follows: 
ALLOWANCES 
With Dependents Without Dependents 
Subsist- Subsist-
Rental ence Rental ence
Yearly Allow- Allow- Allow- Allow-Salary ance ance a nee anc.. 
Medical Administrator ---···$10,000 $1,262 $ 438 $ 960 $ 219 
Assistant Medical Admr..... 8,000 1,262 438 960 219 
Senior Medical Director...... 7,000 1,262 438 960 219 
Senior Dental Director..... _ .. 7,000 1,262 438 960 219 
Medical Director ···-- ···--- -- 6,000 1,440 438 960 219 
Dental Director ··--·-·············· 6,000 1,440 438 960 219 
Medical Inspector ···---···-·-·-· 5,750 1,440 438 960 219 
Dental Inspector ·-----·-----·--·-- 5,750 1,440 438 960 219 
Senior Physician, base pay__ 4,100 1,440 657 960 219 
Senior Dentist, base pay_ ___ 4,100 1,440 .657 960 219 
Physician, base pay_······--·-·- 2,600 1,200 657 720 219 
Dentist, base pay_·- ····--·····--· 2,600 1,200 657 720 219 
Junior Physician, base pay 1,500 960 438 720 219 
Junior Dentist, base pay___ 1,500 960 438 720 219 
Hospital Orderlies, base pay 1,500 480 219 480 219 
Dental Hygienists, base pay 1,500 480 219 480 219 
Senior physicians and senior dentists are members of the medical 
and dental corps who have served over twenty years. Their annual 
salary for the twenty-first year is forty-one hundred dollars and 
increases by one hundred and fifty dollars each year until it reaches 
the maximum of fifty-six hundred dollars. 
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Physicians and dentists are members of the medical and dental 
corps who have served over ten years. Their annual salary for the 
eleventh year is twenty-six hundred dollars and increases each year 
by one hundred and fifty dollars until it reaches the maximum of 
:forty-one hundred dollars. 
Junior physicians and junior dentists are members of the medical 
and dental corps during their first ten years of service. Their annual 
salary for the first year is fifteen hundred dollars and increases by 
one hundred dollars annually until it reaches the maximum of 
twenty-four hundred dollars. 
The base pay for hospital orderlies and dental hygienists is fifteen 
hundred dollars for their first year of service and increases by fifty 
dollars annually until it reaches the maximum of two thousand dollars. 
SEC. 22. The pay of the members of the nurse corps shall be as 
follows: 
During the first three years of service, eight hundred and forty 
dollars annually; 
From the beginning of the fourth year of service until completion 
of the sixth year of service, ten hundred and eighty dollars annually; 
From the beginning of the seventh year of service until completion 
of the ninth year of service, thirteen hundred and eighty dollars 
annually; 
From the beginning of the tenth year of service, fifteen hundred 
and sixty dollars annually. 
In addition to the above annual salaries each member of the nurse 
corps shall be paid the following annual allowances : rental allowance, 
four hundred and eighty dollars, and, subsistence allowance, two 
hundred and nineteen dollars. 
The following officers of the nurse corps shall be paid the following 
money allowances in addition to their annual salaries as nurses: 
Superintendent of nurse corps, twenty-five hundred dollars annually; 
Assistant superintendents, directors, and assistant directors, fifteen 
hundred dollars annually; 
Chief nurses, six hundred dollars annually. 
Student nurses shall receive free tuition and in addition thereto a 
yearly money allowance of six hundred dollars besides room and board 
including uniforms and their upkeep. 
SEC. 23. Rental allowances set forth in sections twenty-one and 
twenty-two do not accrue to any officer or member of the medical and 
dental corps and of the nurse corps who are furnished with public 
quarters. Otherwise the allowances as stated are to be paid in addition 
to the yearly salary. 
SEC. 24. Members of the medical and allied professions now 
practising in th~ commonwealth, and nurses, who shall elect to accept 
and submit to the provisions of this Act shall be entitled to receive 
such yearly salary and allowances as the number of years they have 
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practised before the passage of this Act would have entitled them. 
to had this Act been in force at the time of their resignation: To 
illustrate: a physician who has practised in the commonwealth for 
fifteen full years preceding the passage of this Act shall be rated 
as "physician" and receive a salary of thirty-two hundred dollars 
for his first year of service hereunder plus allowances as set forth 
in section twenty-one and annual increases as stipulated. 
SEC. 25. In case a sufficient number of registered members of the 
medical and allied professions do not accept this Act within one year 
after its passage, the additional number needed shall be obtained by 
assisting students and prospective students at professional schools and 
colleges with an annual allowance not exceeding one thousand dollars. 
per year to each student who shall agree to accept this Act upon 
graduation. 
SEC. 26. All expenses incurred under this Act shall be paid from 
the treasury of the commonwealth. Subject to appropriation, the first 
Medical Administrator may expend a sum not exceeding one million 
dollars as preliminary expenses in establishing the organization of 
the Department and apprising the public thereof. 
SEC. 27. This Act shall take effect upon its passage. 
AFFIRMATIVE READING MATERIAL 
SOCIALIZATION OF MEDICINE 
By 
ROSS COMPTON, 
Professor of Sociology, North Texas State Teachers College 
Socialized medicine is the science and art of preventing and curing 
diseases through collective efforts of the public with financial support 
of one or more governmental units. It is the contention of this 
article that every person in the United States should receive the 
full benefit of all medical knowledge and service at the expense of 
the public and paid for by a system of taxation. 
This contention is based upon the hypothesis that the old system 
and philosophy of medical care has failed to meet the needs of 
society. Our private practice of medicine has failed to function so 
completely that another system of medical service is highly necessary. 
The general public does not receive the medical care the science of 
medicine is capable of rendering. This is due to the fact that medical 
practice is based upon the principles and philosophy of our economic 
order that it is a private institution and must not only work for 
profit but monopolize the control of medical practice in order to 
secure that profit. One of the fundamental principles advocated by 
the American Medical Association, according to the report of the 
Committee on Costs of Medical Care, is, "All features of medical 
service in any method of medical practice should be under the control 
of the medical profession. No other body or individual is legally 
or educationally qualified to exercise such control." And they have 
influenced legislatures in the development of such a monopoly. 
As a result of this philosophy and regardless of the wonderful 
advancement in the science of medicine, medical care is woefully 
inefficient. We have a splendid group of men and women trained in 
the science of medicine. But their administrative and economic 
machinery forbid a very large percentage of our people the enjoy­
ment of the fruits of their scientific knowledge. When it is realized 
that our economic system has so poorly distributed the social income 
and wealth of this country that 75 per cent of our people cannot 
afford to pay for adequate medical service, we must recognize that 
a very large group of humanity is being sadly neglected. Statistics 
show that one out of every five applicants for the United States Navy 
is rejected because of bad teeth or disease of the mouth; nine out of 
ten school children have decayed teeth or other diseases of the mouth; 
more than fifty per cent of mothers who die of child birth die be­
cause of deficiency of medical care; and more than half the sickness 
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in certain congested centers of our population receive no medical care 
whatever. The evidence collected by the Committee on Costs of 
Medical Care further reveals that the services from physicians are 
only 43 per cent of that considered essential for adequate care; 
dental care, 24 per cent; and hospital care, 25 per cent. Millions of 
cases of sickness and disease are not permitted to be visited by a 
physician, examined in a clinic or nursed in a hospital. Less than 
seven per cent of our people have even a partial physical examination 
and less than five per cent are immunized against some diseases. 
What is worse, under our traditional medical care one small group 
uses the misfortunes of the many as a means of exploitation. It is 
estimated that at least $125,000,000 is spent annually for services of 
faith healers; $360,000,000 for patent medicine; while millions of men 
and women believe in incantations as a cure of diseases. And when 
we realize that out of $3,647,000,000 spent annually for medical 
service yet so large a proportion of our population go without 
medical care; and what is worse, only five per cent of the amount 
spent is used for prevention of diseases, we must conclude that 
medical service, as now practiced, is a failure. 
The reason medical practice is such a failure is because it is 
antiquated and unscientific in principle. In the American Journal of 
Sociology, March 25, 1933, we read the following interpretation of 
Dr. L. F. Barker: "A failure on the part of the medical profession 
to participate in trials of proposed methods of reorganization and 
of payment might easily be misinterpreted by the public, and a 
warning against too negative an attitude would seem to be in place. 
One need only to recall the fact that the violent opposition of medical 
men did not prevent the introduction of health insurance in Germany 
and other European countries; but it put the doctor in a false light, 
excited public hostility, gave rise to the idea that physicians were 
selfish rather than public spirited, and led to the exclusion of 
medical influence and leadership from the making of plans." 
It is equally precarious in the United States for the medical pro­
fession to take the position that the institution of medicine is 
independent of the state. We believe that it is unsound in principle 
to assume the attitude as stated by the editor of the Journal of the 
American Medical Association: "Without the cooperation of the 
medical profession no system of medical practice can succeed. One 
listens with amusement, if not with amazement, therefore, to the 
threat of many of the leaders of the organizations that have been 
encouraging widespread propaganda for nationalization of property 
and socialization of personal service, when they say to the medical 
profession that unless it socializes itself socialization will be forced 
upon it. No well--0rganized body can be forced into any position." 
But when any one assumes the impregnable position of any 
organization within a state against the public will, he certainly does 
not understand the meaning of sovereignty. In fact the medical 
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profession has so modified its definition of state medicine to admit 
of a large degree of socialized medical practice when it made the 
following exception to the definition of state medicine. "State medicine 
is hereby defined for the purpose of this resolution to be any form 
of medical treatment, provided, controlled, or subsidized by the 
federal or any state government, or municipality, excepting such 
services as is provided by the Army, Navy or Public Health Service, 
and that which is necessary for the control of communicable disease, 
the treatment of mental patients, the treatment of the indigent sick, 
and such other services as may be approved by and administered under 
the direction of or by a local county medical society of which it is 
a component part." 
But it is our contention that it is just as reasonable and just as 
possible to extend public medical service to 75 per cent of our people 
who are unable to pay for medical care as it is to give public service 
to those already recognized by the medical profession. It must be 
clear that the doctors are as dependent upon society as society is 
upon the doctors. It should be realized that the kind of medical 
service that we shall have must be left entirely to the will of the 
people. The people are sovereign. 
And when it is recognized that the old principles of individualism, 
"Laissez Faire" and profit motive, borrowed from the old economic 
order cannot possibly function adequately in medical service under 
our changed system of technology, unequal distribution of wealth, 
and the population movement toward the city, society will change 
its system of medical care. Even if the economic order were function­
ing fairly satisfactorily, medical care would still be inadequate and 
inefficient. This is true for it is next to impossible for a very large 
percentage of our families to budget for disability and sickness 
expenses. Its uncertainty is a vital factor in the economic problem 
of medical care. Even a small unexpected sickness would force 
95 per cent of our people to draw upon future income, and thus 
involve them in debt. The average cost of medical care is about 
$36.00, but it is assessed so unevenly and comes so unexpectedly that 
it works an unbearable hardship, especially on the poor. Thus the 
difficulty in budgeting for sickness together with the enormous cost 
of sickness makes the medical system, as now practiced, a failure 
under any economic order. Therefore, it cannot be said that the 
question is not a J>roblem of medical service but economics. 
Again, the principle involving the right of the patient to choose 
his own physician is an antiquated traditional hypothesis. A rela­
tively small group of people have such a choice. If specialization 
were efficiently utilized and hospitalization were in reach of all the 
people, the question of choice of physicians would cease to exist. 
According to G. W. Aspinwall in the Am.ericam. Mercury, Vol. 33, 
1934, over 70 per cent of the sick people have lost their privilege of 
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selecting their doctor for the treatment of their ills due to the doc­
tors own choice. Moreover, choice cannot be disassociated from 
interest and responsibility. The physician loses his interest and 
disavows his responsibility when the patient is unable to pay ade­
quately for medical service. On the other hand, if the patient is 
able to pay, he must pay not only his own doctor bill but contribute 
to charitable practice. This tends to weaken the attitude of the 
patient toward the doctor. These conditions are enevitable in a 
profit motive system. Hence, we must conclude that the question 
of choice and interest is of little and decreasing importance. 
The old system of medical service is a failure from the physician's 
point of view. The physicians in the upper bracket probably do 
receive adequate compensation. But in order to secure this amount 
they control the supply of physicians. This prevents a large group 
of our people from receiving medical service. Quoting from the 
American Mercury, November, 1928: "I have before me a memorial 
address to the House of Delegates of the American Medical Associa­
tion by the National Grange, petitioning the governing body of that 
institution to find some means to relieve the alarming and growing 
scarcity of country doctors." In 1909 there were 33,000 physicians 
in places of 1,000 population or less, in 1924 this number was reduced 
to 27,000, a loss of 6,000 physicians in eighteen years. The decline 
has continued until one-third of the towns of 1,000 or less population 
are now without physicians. And if this rate of decline continues, 
in ten more years there will be no country doctors. And it is likely 
to continue to decrease under the existing system for according to 
the Commission on Medical Education, in spite of the fact that our 
population is increasing the number of physicians are decreasing. 
Moreover, in order for them to receive adequate compensation they 
are forced to "rob Peter to pay Paul." Instead of a system of 
regulated costs of medical care, "They charge what the traffic will 
bear." This impels a large percentage of our people to burden them­
selves in the future to pay for medical care of others. 
In spite of this high cost of medical service the physicians in the 
middle and lower brackets receive inadequate incomes. While thou­
sands of people are in need of medical care many physicians have 
little or no work to do. And 91 per cent of our hospitals show an 
annual deficit. 
Again, if we assume the median income of $7,500 for specialists as 
adequate then we must conclude that the income of general practi­
tioner s with a median of $2,900 is quite inadequate. What is worse 
the median income of physicians in communities under 5,000 popula­
t ion receive a net income of only $2,500. If we assumed $2,500 to be 
adequate, which is entirely too low, 33 per cent of all private practi­
tioners receive inadequate incomes. And 12 per cent receive less 
than $1,000 annually. 
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In view of these facts the middle and lower brackets of physicians 
are forced to turn their attention away from their profession and 
drift into channels of industry in order to live on a plane demanded 
of them. Such a condition is good neither for them, the profession, 
nor society. 
The above facts are ample proof that medical service, as now 
practiced, is sufficiently inefficient as to demand a change. This 
position is attested by the number of articles appearing in news­
papers and magazines; by programs devoted to medical economics 
that have been offered to medical societies, congresses of innumerable 
lay organizations, and even the American Medical Association has 
been forced to defend the position of the old traditional system. But 
the most complete and adequate testimony comes from the report of 
the Committee on Costs of Medical Care, composed of fifty-four 
public-spirited men and women representing medical service, public 
health, various institutions, social sciences, and the public with Dr. 
Ray Lyman Wilbur as chairman, and supported by several founda­
tions. After careful research and investigation this committee was 
convinced that the cost of medical care falls very unevenly upon 
different people in the same income and population groups; that our 
present medical system lays an unjustifiable burden upon physicians 
and hospitals; and at the same time gives the people of moderate 
incomes only a choice between recipient charity or foregoing the 
need of medical care. As Dr. Hamilton, Professor of La'w at Yale 
University and a member of the committee puts it: "The present 
situation is a challenge to the American people. It is not a question 
whether we can afford to pay for adequate and comprehensive system 
of medical care. A social investment in health pays its own way and 
yields a surplus. The present medical system is a luxury which the 
American nation-rich as it is in resources--is too poor to afford." 
The failure of the individual and profit motive system of medical 
service is further attested by the fact that we have been modifying 
the methods. Today, two per cent of medical care is paid by 
industry, five per cent by philanthropy, fourteen per cent by the 
government and seventy-nine per cent by the patient; five hundred 
millions of dollars were spent each year from local, state and national 
taxes for medical services; over ninety per cent of all hospital care 
for mental diseases and about the same amount for tuberculosis are 
public medical services; one-third of all general hospital beds are 
in government hospitals; extensive health departments, school sys­
tems and other agencies furnish medical care in clinics and hospitals. 
Furthermore, we have been experimenting in group practice and 
social insurance. 
Practically all the European states, excepting Russia, who has a 
state system, have systems of social insurance. The first sickness 
insurance law was passed by Germany in 1883 which provided for a 
system of compulsory insurance. Other states followed in rapid 
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succession, some compulsory and others voluntary, and also varying 
in methods of payment. County medical societies and other bodies 
of physicians have taken up the idea of sickness insurance in the 
United States. The California State Medical Society endorsed the 
principle of insurance in its application to sickness. Doctors in the 
Midwest and also in the East organized into groups to provide clinics 
and hospitals to furnish to patients in their localities for a regular 
payment per year. The New Jersey State Medical Society recom­
mended the organization of health service in each county society for 
the purpose of providing by existing health agencies adequate medical 
care for all the people in each county at costs within their means. 
The Committee on Cost of Medical Care recommended a fuller plan­
ning and organization of medical practice and an extensive use of 
the principle of insurance as a means for distributing the uneven 
and unpredictable costs of medical care. 
With all these recommendations and experiments there can be no 
doubt but that they are improvements over the old system of private 
practice. There can be no doubt that they are beneficial to all who 
are able and do participate for they not only provide more adequate 
facilities but help to distribute the cost of medical service. It has 
been pointed out by Dr. Corwin, Director of the Hospital Service 
Bureau of the United States Fund of New York that whatever de­
ficiency may have existed in the various European schemes it can 
not be blamed on bad organizations, inertia of doctors, or a failure 
to appreciate the importance of preventive medicine, but to the in­
ability to raise sufficient funds to provide adequate service. It is 
not a question of comparing the efficiency of medical group practice 
and social insurance with the old private practice. Group practice 
and insurance are supplementary to private practice. They are 
merely aids to a broken-down system. And to whatever extent they 
facilitate and equalize medical costs they are beneficial. But they 
cannot solve the problem of medical service because they cannot 
include all the people; neither can they have the proper control. 
They are only phases of socialization and not complete socialized 
medicine. 
Public health service, state administered and tax supported is the 
best solution to the problem of medical care. This is true because 
medical service is a social function. It is to the best interests of 
society that its members be kept in as good health as possible. The 
report of the Committee on Costs of Medical Care revealed that 
250,000,000 working days were lost in 1929 because of sickness. And 
while the public spent $3,650,000,000 for medical care, the estimated 
cost of sickness in America annually is $10,000,000,000. But the 
most serious effect of inefficient medical service is its influence on 
personality maladjustment. A sick or disabled person is unable to 
play the necessary social role in society and thus becomes maladjusted 
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and a social problem. It is to the interest of society that its mem­
bers be kept physically and mentally well and that they be properly 
adjusted as to be able to play a normal and efficient role in the social 
organization of society-that they may be good citizens. 
With a realization that the science of medicine has developed a 
relatively high degree of efficiency and yet only 5 per cent of the 
total amount spent for medicine under private practice is devoted to 
prevention of sickness, and that 70 per cent of our people are unable 
to pay for medical service, it must be evident that free medical 
service could better solve our problem. When society recognizes that 
the institution of medicine is not and cannot be a private affair to 
procure a profit for a few at the expense of the many, but that its 
primary function is to keep the members of society fit for duty, the 
objection to free medical care will cease to exist. 
In the second pleace, public medical service is preferable because 
under the system the cost of medical service will be equally dis­
tributed. Though the expense of $36.00 per person per year, coming 
at irregular and uncertain intervals, is too costly for 70 per cent of 
our population, the total cost of adequate care would constitute no 
serious burden when levied against the financial resources of our 
country. This is attested by the fact that this cost constitutes but 
4 per cent of our national income. 
It is our contention that the state can afford to spend 4 per cent of 
its annual income on free medical service in order to keep its mem­
bers as sound as possible in body and mind. It will be not a liability 
but an asset. 
Finally, state medicine will be more efficient. Public medical serv­
ice not only cares for all the people and equably distributes its cost, 
but it will be more effectively administered. There will be not only 
more clinics, hospitals, nurses, and physicians but they will be more 
equably distributed; it will insure more regularity of service, enhance 
incomes, promotion on the basis of accomplishments, opportunity to 
study and specialize, and physicians can devote more time to their 
profession. There will be no occasion for bartering, bargaining, and 
splitting of fees; no reason for a few physicians to be overworked 
while others have nothing to do. This is true because there will be a 
better organized cooperative method of providing efficient, scientific 
medical advice free to all the people and at a lower social cost. 
This efficiency is attested by facts of experience. According to Dr. 
Haigh, North, American Review, February, 1929. "Most contributions 
to the advancement of medicine have emanated from clinics, labora­
tories, and institutes manned by salaried personnel working together." 
The high professional standing in the army and navy, as well as 
colleges has been acknowledged by the American Medical Association 
to be above that of civilians in general. 
The growth and development of state medicine is also proof of its 
efficiency. The various methods of group medicine, group and social 
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insurance, workmen's compensation, expansion of governmental health 
service, governmental provision for hospitalization are all trends 
toward state medicine. Seventy per cent of hospital care is now 
under the control of the state. According to P. H. Fesler: "Without 
being pessimistic as to the future, the American Hospital Association 
would be unmindful of the member's interests if it did not recognize 
the possible breakdown of the voluntary hospital system in America." 
The rapid development of the various public welfare agencies reveal 
that private practice in medicine must give way to governmental 
control. Medical care of indigents is a recognized responsibility of 
government. And the effect of the depression has been to greatly 
increase this number. 
Medical service, being a social institution whose function is to 
guard the life and health of all the people, must, like the public 
education, become a compulsory process. This can be accomplished 
only under a state system of medicine. It is the state's business to 
educate its physicians and nurses, to provide for cilinics and hospitals 
for all the people. Physicians and nurses, like teachers and social 
workers, are expected to do social service work, not primarily for 
profit, but in the interest of humanity. And if human resources are 
to be conserved, the state must not only have adequate facilities, but 
also a compulsory process of both prevention of disease and ill 
health, as well as an opportunity for curing the diseased persons. 
This can be achieved only under a state system of medicine. 
SOCIALIZED MEDICINE 
By 
HENRY E. SIGERIST, M.D., 
Jokns Hopk:i,ns University 
(From Yale Review, Vol. XXVII, March, 1938, pp. 477--481.) 
I know what the traditional objections to socialized medicine are. 
We frequently hear that such a system would lead to "regimentation," 
while the word that applies to it is "organization." Why should 
anybody feel regimented by having the possibility to budget the cost 
of illness and by having the privilege to receive all the medical care 
he needs. We do not feel regimented when we send our children to 
school, or when we appeal to a court to protect our rights and our 
honor, or when we call on a minister of the church for advice without 
paying him a fee. Nobody would be compelled to seek treatment, and 
if a man particularly enjoyed his arthritis he would retain the liberty 
of having it. Conditions are different in the case of communicable 
diseases where a sick man is a direct menace to his environment. 
This has been recognized long ago, and society has made provisions 
to isolate as much as possible the contaminated individual. In several 
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countries, the spreading of venereal diseases is considered a criminal 
offense and is prosecuted by law. There is a duty to health because 
the sick man is useless to society and often a burden, but is a moral, 
not a legal obligation. Gradually we come to recognize that health 
is much more than the absence of disease, that it is something posi­
tive, a joyful attitude towards life. 
Another objection frequently heard is that doctors, if they were 
salaried and had not the incentive of making money, would neglect 
their duties. I think that such an assumption is an insult to the 
medical profession, and it is very queer that this objection is fre­
quently made by medical organizations. The Code of Ethics of the 
American Medical Association explicitly states that "a profession has 
for its prime object the service it can render to humanity; reward or 
financial gain should be a subordinate consideration." Can a doctor 
wish for more than to be given complete social security and to be able 
to devote all his time and all his energy to his patients without being 
obstructed by economic barriers? I have not been in practice for a 
long time, but for seventeen years I have helped to train physicians 
and I have kept in close touch with many of my former students, 
who are now practicing in cities and in rural districts. More than 
once they have come to see me in despair because they were unable 
to practice the type of medicine they had been taught. Economic con­
siderations compelled them to lower their standard and to compromise. 
Every young doctor knows of such conflicts, and many of the best 
minds go into public health service because they refuse to be dragged 
into business. If a man's ambition is to become rich, he should not 
enter the medical career--one of the most harassing professions, in 
which very few people ever become wealthy. Thousands of doctors 
work on salaries at present, and nobody can deny that they are doing 
a good job. And whenever a position is vacant, hundreds apply for 
it, so that the idea of being salaried cannot be quite unattractive. 
Under socialized medicine, there would be plenty of incentive for the 
doctor. He could rise to positions of greater responsibility, and his 
income would increase accordingly. 
Many people are afraid that under socialized medicine the free 
choice of a physician would be somewhat limited. They insist that 
everybody should be able to select the one doctor in whom he has 
greatest confidence. There can be no doubt that confidence is an 
essential factor in the relation of doctor to patient. The elder Seneca 
said: "Nihil magis aegris prodest quam ab eo curari a quo volunt"­
Nothing is more advantageous to invalids than to be cared for by 
the person they wish. We must not forget, however, that our present 
system allows only very few people to choose their own doctor. The 
dispensary patient has to accept whatever doctor happens to be there. 
In most rural districts, only one or possibly two physicians are avail­
able so that the patient has practically no choice; and even those 
patients who in the cities could make a wide selection very often call 
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on the neighborhood doctor whoever he may be. It is very difficult 
for a layman to pass judgment on the competence of a physician. 
If medicine were socialized, the free choice of a doctor would p03Sibly 
be somewhat more limited than it is today, but the physicians being 
members of an organization would be under a certain control. They 
would have ample opportunities for postgraduate training, and in­
competent elements could be eliminated-which is practically impos­
sible today. Medical science, moreover, has progressed so much and 
has developed so many objective methods of examination, and the 
general standard of the medical profession, on the other hand, has 
been raised so considerably in the last decades that a man need not 
be a genius to be a competent doctor. 
Everybody agrees that the personal relationship between physician 
and patient must be preserved. The patient does not want to consult 
a committee when he is in trouble, nor can medicine be practised 
by a corporation. The patient will always call on one doctor and 
open up his heart to him, but the fact that this doctor is a member 
of an organized group from which he can seek help and advice does 
not spoil the relationship. What spoils it today is that the doctor has 
to charge a fee for each individual service and that the patient has 
to pay the bill. Once the money question is removed, the relationship 
between physician and patient becomes purely human. The value of 
a commodity can be estimated pretty accurately, while it is humanly 
impossible to estimate the value of a medical service in dollars and 
cents. Advice given by a doctor in a half hour's conversation may 
have tremendous repercussions in a man's life, while a major opera­
tion may be entirely worthless. If we remove the doctor from the 
economic struggle, we set him free and allow him to practice what 
medical science has taught him. 
It is not enough to provide medical care for everybody. Not only 
the quantity but also the quality of service matters a great deal. 
Many people fear that socialized medicine would lower the standards 
by developing a certain routine. I cannot share these apprehensions. 
If we look around today we soon find that the quality of service given 
to most people is rather inferior, to put it mildly. Necessary exami­
nations and treatments are not made because the patient cannot 
afford them. Post-graduate medical education is in its infancy. The 
highest type of service is given in hospitals, wherever the doctors are 
members of organized groups. This, however, is just what socialized 
medicine tends to develop. It endeavors to bridge the gap that exists 
today between individual and hospital practice by bringing the gen­
eral practitioner into close contact with a health center. 
The most serious objection to socialization of medicine in America 
is that government control would necessarily bring politics into the 
medical field. Political corruption has been observed more than once 
in the past, and it obviously would be a catastrophe if appointments 
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were made not according to merit but according to political considera­
tions. The whole system would be wrecked if entire staffs were dis­
missed and replaced whenever a new party came into power. Corrup­
tion may occur in certain government activities, but this does not 
mean that graft and administration are one. Political interference 
can be opposed by public opinion, and, as a matter of fact, has been 
opposed successfully more than once. Nobody can deny that our 
United States Public Health Service is clean and most competently 
and efficiently administered. More than one State and city have suc­
ceeded in keeping their health departments free of politics. In the 
period of transition in which we are living, government will have to 
take over many functions of society that could not be performed 
otherwise, and if the country wishes to progress in an evolutionary 
rather than in a revolutionary way it will by necessity have to amend 
its political manners. Graft and corruption discredit the democratic 
form of government and pave the way to fascism. To fight them 
relentlessly is to fight for the cause of democracy. 
The average citizen is not vitally interested in the construction of 
highways and bridges, but he is highly concerned about his and his 
family's health. Political corruption in the medical field would not 
be tolerated; it would be opposed by public opinion in the strongest 
possible way. It is, therefore, quite conceivable that the socialization 
of medicine would not only bring health to the people but also improve 
our political conditions. 
A SOCIALIZED MEDICINE PLAN 
By 
HENRY E. SIGERIST, M.D., 
Johns Hopkins University 
(From Yale Review, Vol. XXVII, March, 1938, pp. 468-471.) 
Let us be utopian for a moment--knowing that more than once 
utopian ideas have become reality-and let us visualize an ideal 
medical system, a system that would allow us to utilize all the present 
resources of medical science. Everybody agrees that such a system 
must emphasize the preventive aspect of medicine. Every child knows 
that prevention is better than cure, and yet of every thiry dollars 
spent for medical care today, only one is spent in prevention and 
twenty-nine go for cure--one more evidence that the present system 
is unable to provide medical service in a sensible way. What, then, 
would the ideal plan be? 
Let us take an administrative district as an example, a county, or a 
group of smaller counties. The first concern would be to establish a 
health center consisting of a hospital, dispensary, tuberculosis sta­
tion, anti-venereal station, pre-natal, maternity, and infant welfare 
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station, bureau of physical education, bureau of health propaganda, 
laboratories, public health department, and whatever special institu­
tion the local conditions might require. An industrial region would 
call for a division for the prevention and treatment of industrial 
accidents and diseases. A malarian region would require other special 
provisions. 
The health center would be staffed with physicians representing all 
specialties, with public health officers, scientists, dentists, pharmacists, 
nurses, public health nurses, social workers, and technicians. It 
would be an organic medical unit, working as a. team, ready to give 
complete medical service, preventive, diagnostic, and curative. Its 
functions would be to protect the health of the inhabitants of the 
district by applying all the weapons that medical science has forged. 
The director of the center would be the chief medical officer of the 
district, responsible for the people's health and accountable for it to 
the Health Department of the State. 
Members of the health center, general practitioners, would be placed 
in the various towns, as outposts of the center. There should be at 
least two working together, an experienced practitioner and a. youngeI 
man. There should be at least two, not only to increase the efficienc;y 
of the service but also to allow the individual doctor to have regula1 
vacations, to attend post-graduate courses at regular intervals, anc 
to do clinical work in the center from time to time. 
These doctors, aided by nurses and technicians, would form th1 
local health station, the branch unit of the center. They would worl 
in close cooperation with the center, referring difficult cases to it fo1 
examination, sending in patients to be hospitalized, receiving th1 
specialists' help and advice whenever required. One of their mos 
important functions would be to survey the health conditions of thei: 
region. They would find in one family that the mother had died o: 
tuberculosis and that the children were menaced. Such a famil: 
would have to be wat'ched very carefully. Its living conditions migh . 
have to be improved. The children would have to be examine' . 
regularly, and provisions made to have them spend their vacations in 
healthy environments, in the mountains or on the seashore. In 
another family the doctors would find that the father had died of 
arteriosclerosis, his brother of nephritis. They would know what 
the weak spot of this family was, and in what direction they would 
have to concentrate their attention. 
Another function of the local doctors would be to enlighten the 
population in matters of health. They would organize a committee of 
citizens with which they could discuss the local health problems and 
on whose cooperation they could rely. They would also take the 
initiative in organizing a nursery, playgrounds for children, physical 
culture clubs, and similar institutions. And whatever they under­
took they would always feel that they were strongly backed by the 
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health center. Regular conferences would bring the doctors together 
and give them a chance to discuss their experiences. 
In the cities, health centers would be established in the various 
districts and in the larger enterprises, where the workers would be 
given entrance and periodic examinations, not in order to determine 
whether they should be employed or not, but in order to find out for 
what occupation they are best fitted. In a highly differentiated society 
like ours, there is a job for nearly every physical condition and 
grade of intelligence. 
Sanatoria for the treatment of tuberculosis, hospitals and labor 
colonies for mental patients, and health resorts for the treatment of 
chronic diseases would be established at strategic points and would 
receive the patients assigned to them by the various health centers. 
Under such a scheme the central health authorities, state and 
federal, would have a great task to fulfill. They would be responsible 
for the people's health. They would issue policies, would coordinate 
the efforts of the various local groups, would encourage research and 
work out methods for the application of the results of research on 
a nation-wide scale. 
If medical care is to be available to all, it must be free of charge 
like education. Physicians and other medical personnel would re­
ceive salaries, the amount of which would be determined by experience 
and responsibility. 
I think there is no need to go into further details. Sketchy as this 
outline is, it has made clear what type of medicine I have in mind. It 
is socialized medicine, a system under which medical care is not sold 
to the population or given as a matter of charity. Medical care, 
under such a system has become a function of the state, a public 
service, to which every citizen is entitled. It is a system that allows 
the practice of preventive medicine on a large scale and makes it 
possible to apply all resources of medical science unrestrictedly. 
Such a system may seem utopian, but it is not. It actually is in 
operation in one-sixth of the inhabited earth, in the Soviet Union. 
Russia was the first country to establish a complete system of social­
ized medicine and did it under incredible difficulties, when the country 
was almost totally wrecked. In 1918 the Commissariat of Public 
Health was established and the work of construction began sys­
tematically. Hospitals, sanatoria, health centers were erected all 
over the country. New medical industries had to be created. The 
number of physicians was increased five times. New medical schools 
and news schools for the training of nurses and other personnel were 
built. The guiding principle of Soviet medicine is to create the best 
possible working and living conditions, to provide the best facilities 
for rest and recreation, and to protect people medically from the 
moment of conception to the moment of death. 
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TERRIBLE OLD REACTIONARY 
(From Time, May 16, 1989, p. 89.) 
A successful surgeon with his own private practice is Professor 
Bertram Bernheim of Johns Hopkins. But he does not have much 
faith in the United States system of private medical care. He sees 
the public asking for more adequate, low-cost medical service, sees 
national health insurance coming, and he wants his colleagues to 
prepare for the future, lest laymen take over "the big business of 
medicine." 
This week in a startling book, Medicine at the Crossroads (Morrow, 
$2.50), with a warp of drastic criticism and a moderate woof of 
diplomacy, Dr. Bernheim ripped into the medical profession. Con­
sidering himself a "terrible old reactionary," he offered plans for 
medicine's modernization. Among his suggestions: 
Surgery. Americans, says Dr. Bernheim, are "hell-bent for sur­
gery" because it is dramatic and thorough. Although there are 
hundreds of outstanding surgeons who never rush into an operation, 
"too much surgery is done." Reason: Surgery "is easy money-it 
comes quick and there's lots of it." While family physicians, who 
suggest operations, are paid very small fees, "the surgeon is the big 
shot-and big shots cop the coin." Too often the only money a 
physician gets from an operation is an unethical "cut" the surgeon 
hands him for bringing in a patient (fee-splitting). 
To protect patients from greedy surgeons, Dr. Bernheim suggests a 
major operation: "cut out the surgeon--eliminate him entirely from 
private practice." All surgeons, he believes, should have their offices 
in hospitals and should receive salaries from hospitals. Patients 
should choose their hospitals, but leave the choice of their surgeon 
up to the chief of staff. This system is practiced in the "justly 
famous" Mayo Clinic. If it were put into general operation, says 
Dr. Bernheim, surgeons would become more highly specialized and 
hospitals would weed out inefficient men. Of course, "surgeons won't 
like it ..• but men ought not to want to make great sums of money 
... for cutting into human flesh...." 
Eventually, thinks Dr. Bernheim, all doctors will band together and 
practice in clinics, and this streamlined system of medical care will 
in itself bring greater specialization and raise the quality of service. 
Once this great step is taken, he believes it will make little difference 
in a doctor's professional life whether the patient or the government 
pays the doctor's bill. 
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A PLEA FOR SOCIALIZED MEDICINE 
By 
GEORGE W. ASPINWALL 
(From American Mercur11. Vol. XXXIII, 1934, p. 34.) 
The practice of medicine is antiquated. The science of medicine 
has made and is constantly making progress. The general prac­
titioner is rapidly disappearing. The know-it-all and do-it-all doctor 
it1 a person of the past. Efficient medical practice can only be ob­
tained through groups of doctors. These groups contain specialists 
in the various bi:anches of medicine. With proper integration and 
cooperation in such groups the patient receives the best medical at­
tention. 
It has been shown often enough that the public does not receive 
proper medical care. The poor receive little attention for minor ail­
ments. When the sickness is severe, the poor receive through 
charitable agencies the best treatment that medical science can 
supply. The middle class, which constitutes the majority of the 
population, does not receive adequate medical care. When severe 
illness occurs, they cannot afford to buy medical attention themselves. 
Hence they either neglect themselves or they seek charitable or semi­
charitable help. The rich pay for medical care and obtain the best 
that is available. It has been suggested that the cost of medical care 
be spread throughout the population. By this means the expenditure 
of large sums of money for a severe illness will not fall upon an 
individual or a family group during a short period. 
The income of doctors from the practice of .medicine is rapidly 
decreasing. It is worse in 1934 than it was in 1933. There are still 
some doctors whose incomes are from $50,000 to $150,000 yearly, but 
the earnings of many physicians have shrunk below the subsistence 
level. The reason for the constant shrinking of the income of doctors 
i!' that more and more people are receiving medical charity each 
year. Unless some change is made in the method by which medical 
service is dispensed, chaos among doctors will occur. Symptoms 
of this are already in evidence. 
Singly and in groups, doctors are clamoring for the correction of 
abuses which have curtailed their income. They desire that doctors 
be paid for services to the poor, that people who are not entitled to 
charity should be excluded from clinics, and that the activities of pay 
clinics should be curtailed or abolished, and public health agencies 
be compelled to stop practising medicine. But the consensus of 
expert opinion is that such changes will not really help the doctor or 
the public. 
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The Committee for the Study of the Cost of Medical Care recom­
mended that a drastic change in medical practice be made, but the 
American Medical Association has stated many times since that 
it looks with disfavor upon all changes. Last year the delegates to 
the American Medical Association instructed the trustees to use every 
effort to stop any movement for a change by the profession itself. 
Among the delegates there were many doctors whose incomes are 
quite large. Some of them have been accused of obstructing the trend 
toward socialized medicine because of the fear that if an alteration 
occurs, their incomes will be leveled with that of all physicians. 
That many members of the American Medical Association are not in 
accord with its policies is seen from the fact that the American 
College of Surgeons has endorsed some form of health insurance. 
The agencies that supply medical services are doctors, dentists, 
nurses, druggists, hospitals, and other factors too numerous to men­
tion. They have a large stake in the matter because a change in 
practice will alter their economic status. The public pays the bill; 
it therefore must be thoroughly informed about all of its phases. 
II 
Health insurance has been suggested by some and state medicine 
by others. Health insurance is generally a system of medical prac­
tice which includes only a part of the population and some of the 
doctors. It is usually related to unemployment insurance, though 
plans have been formulated in which employment security is not 
a feature. State medicine is a system that includes the entire popu­
lation and all of the agencies which render medical service. Some 
of the advantages and disadvantages of each system will now be 
considered. 
Health insurance organizations exist in many countries, particu­
larly in Europe. They are applicable mainly to the working class 
with incomes of $1,200 a year or less. The employer, employee and 
government each contribute one-third of the cost. In some countries 
the government pays less. However, pressure is always being used 
by health insurance societies to force the government to shoulder 
more and more of the financial burdens. This would allow politicians 
to dictate the policies and the personnel of the societies. Labor 
organizations have always objected to health insurance because they 
feel that the worker should receive a return for his labor sufficient 
to allow him to pay for his medical care. 
The system, as it now exists, has lowered living standards, since 
the worker pays part of his salary for health insurance and con­
tinues giving, without interruption, throughout his entire life. The 
employer raises the price of goods so as to offset the outlay for 
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health insurance. By so doing the burden is thrown on the purchas­
ing public. Employers will not submit to a reduction of earning for 
the public benefit. 
The government must levy taxes in accordance with its needs. 
When sickness insurance came into being, taxes were raised. Each 
time the government contributes more money to health insurance, a 
greater levy is demanded from the public. The worker, therefore, 
pays for most of the expense of health insurance and is impoverished 
thereby. In a number of health insurance schemes, the dependents 
of the worker receive equal benefits, but are not required to make 
cash payments. In others, the wage earner is compelled to pay for 
the medical care of those dependent upon him. 
Under most health insurance systems, the people involved are 
farm, mill, factory, railroad and shipping workers; also coal and 
metal miners. It was not the intention to include in these systems 
the indigent, middle-class or well-to-do. Lately, there has been a 
tendency to allow those whose incomes and earnings are greater than 
$1200 to participate. This step would only help reduce the number 
of cases available for private practice. 
After health insurance systems have been in operation in a locality 
for a sufficient length of time, the worker imposes upon the system 
by going to the insurance doctor at the slightest provocation. If the 
doctor is careful, many serious illnesses are recognized early, and 
proper treatment is instituted. However, the worker seeks the help 
of the insurance doctor for many trivial illnesses, some of which 
under other systems of medical practice would require and receive 
no attention. 
The worker feels that he must get some return for the money he 
has contributed over a long period of time. Many cases of 
malingering have been reported. For this reason the doctor is com­
pelled to assume the function of detective, so that the interest of the 
company may be protected. Functional nervous ailments have in­
creased tremendously. It is conceded that they are real, having their 
origin in the fact that the ordinary worker is a part of the machine 
and thus loses his individuality. By becoming ill and receiving 
medical attention, which is a personal matter, his egotism is stimu­
lated and satisfied. The whole thing springs from the fact that 
human beings resent the boredom, noise and confinement of constant 
work and unconsciously, perhaps, use sickness as a means of escape. 
III 
It should be of interest to know that the domestic servant in 
England has made exceptionally heavy demands for sickness insur­
ance benefits. When health insurance was being put into effect, it 
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was found that these people were unusually healthy and seldom re­
quired medical attention. 
The increase in the number of cases of illness in this class has 
been attributed to health insurance. This situation has been found 
to have occurred among the workers in all of the countries in which 
health insurance has been established. The morbidity figures have 
increased constantly, and these have no relation to the economic con­
dition of the country. in which they live. The death rate, however, 
has not increased. 
Doctors are considered by the health insurance organizations as 
employees. Since they are not productive in the monetary sense, 
the cost of their services is necessarily put on the expense side of the 
ledger. The administrative and managing part of the business is 
deemed to be of greater importance than medical services. At first, 
these organizations sold the idea of health insurance by telling the 
public and the employer about the efficient medical services they 
could provide. Later, the expensive buildings, equipment and cash 
payments to the workers, were emphasized and the medical care as­
sumed secondary importance. 
When health insurance was established in some of the European 
countries, the remuneration received by the doctor was much greater 
than under the old system of practice. The doctors were very well 
satisfied, but not many of them could get jobs. Nowadays, the re­
turn which the insurance doctor receives, is exceedingly small. At 
first, insurance doctors were paid for each visit. This was changed 
so that the doctor is paid for each case. The excuse given by the 
insurance societies was that, under the former system too much 
bookkeeping was involved. 
In England the doctors are paid by the Ministry of Health. The 
average total income of the insurance doctor in England was, in the 
beginning, $2,250 a year. In 1931, because of the necessity of 
national economy, the doctors accepted a reduction of 10 per cent. 
After deducting income tax, office maintenance, transportation, etc., 
it has been found that the net income of the British doctor under 
the panel system is less than $1,000 a year. 
In some countries, insurance societies restrict the doctor in his 
treatment. This applies particularly to the prescribing of advertised 
and expensive drugs and apparatus, whether or not they have merit. 
No self-respecting, scientific doctor will work for any length of 
time under these restrictions. Some of the insurance companies, in 
a number of their medical institutions, give massage, light, electrical 
and bath treatments to insure groups and others, for which a fee is 
charged. This money goes into the treasury of the insurance society, 
and none of it reaches the medical workers. 
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Many employees become dissatisfied with the medical service given 
to them by the insurance doctors. Usually they employ quacks. 
In Germany, according to one authority, there are nearly 13,000 
quacks. They have an organization and publish a great many 
journals with disguised names. These journals are distributed to 
the public. The reading matter contained therein is such as to in­
ftuence the people to patronize irregular practitioners. 
In France, the insurance societies pay a certain basic amount for 
medical care. The doctor may charge whatever fee he thinks neces­
sary above that figure. The employee must pay the difference. The 
French doctor is assured at all times of the basic contribution of the 
insurance companies. Doctors in France, therefore, are much better 
off than those in most other countries. 
General satisfaction with the system has been expressed by the 
Royal Commission and the British Medical Association in 1926. In 
France and England the control of health insurance is in the hands 
of medical bodies. This accounts in a great measure for its effi­
ciency. The control of health insurance organizations in most other 
countries is in the state of flux. When the control is in the hands 
of medical men, the other factions make efforts to wrest the man­
agement from them and vice versa. In 1928, the General Council of 
the International Medical Association resolved that "The Association 
fully approves of the principle of sickness insurance for the poorer 
classes of the community. This principle represents a great social 
advance and a powerful factor in the prosperity and welfare of 
nations." 
In health insurance no provision is usually made for dental care 
or the prevention of disease. The burden for the latter is borne by 
public health agencies. It is obvious the general public, through 
taxation, pays more than its just share for the care of a favored 
group in the population. 
Schemes for medical service have been advocated for groups earn­
ing from $1,200 to $3,000 yearly. Unpredictable severe illnesses may 
occur in families whose earnings are above this figure. Many in­
stances are on record showing that the care for some of these ill­
nesses consumes 100 per cent or more of the total income, if all of 
the agencies necessary for the care of the sick person or persons 
are adequately paid. It usually happens, however, that the doctor 
and other medical aids are compelled to accept less than their just 
compensation. Even charitable agencies are finally called in to 
subsidize the family in its extremity. It becomes necessary, there­
fore, to seek methods by which the entire population may obtain 
medical care commensurate with its needs. 
State medicine (socialized or public) would supply all of the de­
sirable elements toward the solution of this problem. The .salient 
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features of the program of the Medical League for Socialized Medi­
cine is as follows: 
Adequate medical care for the sick and injured is a social function, 
right and duty, not a private or public charity. State medicine is 
a socialized system of medical care in health, illness and injury, 
free of fees, under the auspices of the State and financed by taxa­
tion. It should be operated and regulated by organized medical and 
allied professions, the medical and dental colleges, and the officials 
of public health agencies. It should include all dental, pharmaceu­
tical, nursing and allied services. 
IV 
All buildings, supplies and apparatus are to be publicly owned. 
The hospitals and clinics should be orga.nized as medical centers 
properly coordinated and geographically distributed. Calls for at­
tendants upon the sick at home are to be received at these centers, 
such calls to be assigned to physicians designated to cover specific 
local territories. All equipment, supplies, laboratory and other 
facilities of medical, surgical, dental, pharmaceutical, nursing or 
other nature are to be furnished free. The education of the medical, 
dental, pharmaceutical, nursing and allied personnel is to be supplied 
free by the state. 
All duly licensed or registered dentists, pharmacists and nurses 
are to be legally entitled to practice under this system on a full time 
basis, subject to established rules and regulations of admission and 
practice. Their rights and privileges are to be safeguarded, and 
they should have representation and a voice in the operation of the 
system. The compensation should be adequate and graded according 
to time of graduation, length of service, rank and the type of work. 
Salary increases and promotions to higher positions are to be based 
upon similar considerations and automatically enforced. Pensions 
and sickness, old age and other disability insurance are to be in­
cluded. The hours of work should be assigned, regulated and sched­
uled, so that provisions be made for competent medical care for the 
sick and injured at all times. Adequate time and opportunity for 
all professional workers should be allotted for rest, recreation, vaca­
tions and post-graduate study with pay. 
Group methods of practice are to be employed wherever possible 
and special provisions made for rural and other territories inacces­
sible to regularly organized medical centers. Private practice is per­
missible under the same conditions and regulations as in public edu­
cation. 
It is unlikely that this program, if adopted, will be put into effect 
in its entirety. Changes of this kind can occur only gradually; 
otherwise failure in its establishment may be safely predicted. The 
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history of public education is a case in point. Its beginning was 
small, yet gradually it has expanded to the position it now holds 
and its cost is far beyond the dreams of those who originally pro­
posed it. 
It should be known that in this country, partial state medicine 
already exists. In 1931, 66 per cent of all hospital beds in the United 
States were under government control. Fifty per cent of all ward 
cases in New York City are now subsidized by the municipality and 
40 per cent of the ambulatory cases are treated in city hospitals. 
State medicine is not a system of medical education; it is a 
medical cooperative service for the benefit of the public, and all those 
desirous of working in the medical field should come thoroughly pre­
pared to render efficient service. Medical, dental and pharmaceutical 
schools should cooperate with the system so that the number of grad­
uates can be curtailed or augmented as required. It will be neces­
sary for these professional schools to alter their curricula from time 
to time so that the graduates will fit into new and expanding de­
partments. It may be confidently expected that disease prevention, 
mental hygiene and psychiatry will derive a great impetus from such 
an organization. 
Under state medicine, industrial accidents will automatically be 
divorced from employment insurance. This will result in substantial 
saving both to the employer and the state. The other benefits of the 
system, if it is efficiently conducted, cannot be estimated. By proper 
measures the morbidity and mortality in infants' and infectious 
diseases will certainly be reduced. The same applies to the hazards 
of maternity. The prevention and treatment of chronic diseases is 
a field that has hardly been scratched and considerable progress 
here may be expected when conducted under proper direction and 
management. The saving to the state and citizens may in the end 
be so great as to justify the system. 
The cost of state medicine will not be as great as the present 
system. In 1929 the people of the United States paid for all kinds 
of medical service nearly three and three-quarter billion dollars. 
This included fees to doctors, dentists and nurses; hospital care, 
drugs, irregular practitioners, faith healers and patent medicines. 
The amount paid for irregular practitioners, faith healers and patent 
medicines alone was approximately $500,000,000. Because many of 
the services and equipment overlapped, a great deal more than neces­
sary was expended. It has been estimated that every man, woman 
and child on the average paid for all kinds of medical services nearly 
$30 a year. A liberal estimate as to the legitimate amount that 
should have been paid may be placed at $25 a year. If every person 
in the United States on the average were to pay this amount in 
addition to the regular taxes, it is felt that it would be sufficient 
to defray the expenses incident to state medicine. No provision is 
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made, however, in this figure for the purchase of existing hospitals, 
equipment and the erection of new buildings. 
The Endicott-Johnson Company, at its plant in New York State, 
provides 15,000 workers and their families with a well-rounded 
medical service including medicine, dentistry, nursing, hospitalization 
and drugs. In 1928 the cost was $25 per capita. 
Out of the total amount expended for medical services by the people 
of the United States in 1929, doctors received on an average of 
$9,000 a year each. About 40 per cent of this was allotted to over­
head. With the inauguration of state medicine, this overhead will 
be eliminated, for doctors will not need private offices. All of their 
work would be done more efficiently in the medical centers of the 
system. It is felt in some quarters, therefore, that physicians work­
ing under the new system would receive on the average of $7,000 
annually net. 
v 
In medical practice as it is constituted today, doctors use both 
their professional and business talents for the purpose of making 
a;. much money as possible. It is a sad commentary on the present 
system that those who are rendering medical service should be com­
pelled to exact fees, either large or small, from those who through 
no fault of their own are stricken with illness. 
Many men in medicine have capitalized this to such an extent that 
they have become enriched. The talents of men in medicine under 
the proposed system will not be used for the purpose of making more 
than a comfortable living. The additional benefits which they will 
derive, however, will be the respect of the community, enhanced 
professional standing and the pleasure and satisfaction of rendering 
services to the suffering. 
Except for those desirous of paying the doctor directly, free choice 
of doctor will be lost. This, however, will not be a novelty. In 
accepting medical charity, over 70 per cent of the sick people have 
lost their privilege of selecting a doctor for the treatment of their 
ills. The physician has also relinquished, in part at least, his right 
of treating patients of his own choosing. In the wards and clinics 
of hospitals that right has been abrogated. 
It has been said that under state medicine the urge for research 
and accomplishment in medical sciences will be stultified. Most of 
the discoveries and advancement in medicine have been made by men 
working on salaries in the laboratories or by clinicians employed 
on a full-time basis. It is likely that when the necessity of struggle 
for a livelihood has been eliminated, the urge for creative work 
will be lessened. But there is another side to the question. 
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Under state medicine, doctors will not become careless because 
their incomes and positions are guaranteed. '!'he practice of medicine 
is no longer a one-man job. Except in self-limiting and minor ail­
ments, laboratory work and consultations are necessary for the 
proper management of a case. In this way, a certain amount of 
supervisory control is exercised even today. Under state medicine, 
the doctor could not afford to become careless, for his advancement 
in the system would thereby be put into jeopardy. 
Politics will no doubt play a considerable role in the organization 
of state medicine. It is impossible to avoid it because of the many 
elements that serve to initiate and perpetuate the system. We are 
dependent upon legislators to vote for the proposal before it can 
have a beginning. It is common knowledge that our law-makers 
will not encourage the enactment of a project for which large sums 
of money will be expended unless they can control the disbursements. 
But, when the force of public opinion is sufficiently great, these gen­
tlemen will do its bidding irrespective of their personal interests. 
Politics exerts its influence in state education, but neither the public 
nor the teachers are desirous of a return of private education for 
the majority of the people. 
SOCIALIZATION OF MEDICINE 
By 
THE MEDICAL LEAGUE FOR SOCIALIZED MEDICINE* 
PREFACE 
The Medical profession faces a serious situation-a menace to the 
very existence of the doctor. The menace consists in the disorganized 
and disappearing practice of the doctors. This is partly caused, 
partly aggravated, by the commercial competition of private clinics 
and hospitals, dispensaries, sanitaria, medical centers, foundations, 
insurance and industrial medical departments, lodge and contract 
practice, state and municipal public health departments, clinics and 
agencies, and state-favored private medical services and organiza­
tions, not to mention all the various cults, commercial quackery, 
counter-prescribing, and self-treatment. 
The doctor cannot solve his problem by evading the issue or by 
romancing about it. He must face the realities of economic and 
medical life. The prevailing general economic conditions of depres­
sion have still more accentuated the sad state of the doctor. He 
must seek out the basic causes of his plight, and he must be pre­
pared to apply fundamental, and, if need be, radical remedies. He 
•This organization has been reorganized and Is now known as the American League 
for Public Medicine, 1457 Union Street, Brooklyn, N.Y. 
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cannot do this alone, as an individual. He must do this together with 
his fellows, by organization for this purpose. The day of so-called 
"rugged individualism" is gone forever and has left only "ragged" 
individuals. 
Private competitive practice is an anachronism and a failure. It 
is economically unsound. It is expensive or inadequate or both for 
those who do obtain medical care. It fails to provide any medical 
care for many. It fails to provide a proper and secure living for 
most of the doctors who render this medical care. Private individual 
practice is a failure because it is essentially unscientific and un­
workable in practice. The progress, achievements, technique, 
technical equipment, specialization and organization in modern scien­
tific medicine, make the individual practice of medicine out of date. 
Cooperative scientific work and groups are the order of the day. 
Private individual practice has moved out of the home into the in­
stitution, just as individual industry has moved out of the home into 
the factory. Hospitals, clinics, centers, etc., are here to stay, and 
they will rule and ruin the medical profession, unless they are ruled 
by the medical profession. 
If the doctor will not realize all this immediately and act accord­
iugly he will invite total economic disaster; or else, he will succumb 
to some form of contract practice or some vicious form of health in­
surance. The doctors must have a true understanding of the real 
situation that is before them, a realization of the actual causes and 
the logical cure of their serious condition, and a cooperative organiza­
tion to advance the best interests of the profession and the public. 
With these objectives in view, the Medical League for Socialized 
Medicine has been formed, and it urges upon the medical profession 
this statement of its Principles and Program for most serious con­
sideration and adoption. 
PRINCIPLES 
The health of the people is the people's concern. Public health is a 
public matter. The physical well-being of the individual or the 
people is as important as the material, mental and moral well-being. 
Health is no less important than education, property, protection, etc. 
Public health does not mean merely the narrow field of the ordinary 
public health services or agencies concerned with sanitary and pre­
ventive medicine, or with disease of an epidemic or an occupational 
character. It involves the broader conception which includes the 
prevention, care and cure of all illness and injury of the individual. 
Individual illness not only most often has social-economic primary 
or contributing causes, but also just as often has critical social~ 
economic consequences, especially to the individual. Disease usually 
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spells disaster to the individual and dependents, and economic loss 
and disturbance to society. 
The people's health, including the care and cure of disease and 
injury, is, therefore, fundamentally a social or state interest and 
obligation. It is essentially a state function and it should no longer 
be left to the economic and medical exigencies and uncertainties of 
present private individual or institutional practice. Adequate health 
care, like all other social functions, must have a proper system of 
medical practice to properly fulfill and realize this social function. 
Health must have proper and full legal and governmental sanction 
and subsidy, side by side with education, or policing, or fire-fighting, 
or courts, or any other functions of the government of city, state 
and nation. Social justice, social responsibility and social need-not 
charity-must be the underlying principles of a proper system of 
medical care and practice. 
The interest of the patient and the doctor, of the public and the 
profession, must be adjusted so as to become identical, by removing 
all possibility of difference or conflict. This can be done only by 
removing from the sphere of relationship between the doctor and the 
patient all influence of any immediate economic consideration or 
obstacle, all motives of a financial or personal nature. Private in­
dividual or institutional practice, based on the fee-payment system, 
does not permit true harmony of interest between the profession and 
the people. Private competitive practice, whether by the individual 
doctor or mdical institution, often under the cloak of charity, and 
just as often animated by commercial motives, yielding either profits 
or losses, results in expensive and inadequate physical care of the 
people, while the life and work of the physician is insecure, often 
poorly paid, just as often not paid at all, and generally demoralizing 
and degrading. 
Neither the people nor the profession get a square deal. Insecurity 
is the lot of both. The physical care of the people during illness as 
well as health must be assured and adequate. The doctors must give 
this adequate medical care to the people, all the people, all the time. 
But the physician and public are mutually interdependent. Health 
is purchasable and must be paid for by the people. And the principle 
of security must apply to the physicians as well as the public. The 
work and the living of the doctors must be likewise adequate and 
assured. The doctors must be secured of an adequate economic and 
professional existence. The people must pay the doctor for his medical 
care, and the doctor must pay for his living by giving this medical 
care. Health security for the people; economic security for the 
physician! 
There is only one real remedy for the social disease of inadequate 
and costly care of the health and illness of the people. Likewise, 
there is only one real remedy for the complicating social disease of 
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inadequate pay and insecure work of the medical people whose func­
tion is to render this medical care. That one and only remedy is 
Socialized Medicine. 
Socialized Medicine implies that the people have a right to adequate 
medical care guaranteed by society through the state or the govern­
ment, and that the doctors have a right to work and be paid for 
their work adequately and likewise guaranteed by society through 
the state or government. Socialized Medicine implies a system of 
medical care and practice, sponsored and financed by the state, 
responsible to the state, and organized, operated and regulated dem­
ocratically by the medical and allied professions themselves. 
The socialization of the practice of medicine is socially just, eco­
nomically sound, scientifically correct, and therefore desirable and 
workable. Such a system of Socialized Medicine can be achieved­
must be achieved. It is the only really practical and scientific solu­
tion for the Doctor's Dilemma. To achieve this ideal solution, the 
Medical League for Socialized Medicine submits the following Plat­
form or Program of measures and means to be developed into law, 
and to serve as a basis upon which to establish an adequate system 
of Socialized Medicine, with adequate care of the people by the 
doctors and adequate care of the doctors by the people: 
PROGRAM 
1. Adequate medical care of the sick and injured as a social func­
tion, right and duty, and not as a private or public charity. Curative 
as well as preventive meanit, measures, and agencies to be included. 
2. A socialized system of medical care in health, illness and injury, 
free of fees. 
(a) Under the auspices and with the subsidy of the state. 
(b) Financed by taxation, similar to the public educational system 
or other governmental functions. 
(c) Operated and regulated by the organized medical and allied 
professions, the medical and dental colleges and the officials of exist­
ing public health agencies. 
(d) This system to include all dental, pharmaceutical, nursing and 
allied services and personnel. 
3. All hospitals, clinics, laboratories, pharmacies, etc., to be pub­
licly owned and operated institutions, accessible to the sick free of 
charge. The hospitals and clinics to be the medical centers for ward 
and ambulatory cases, and to be properly organized, coordinated and 
geographically distributed. House sick calls to be received at these 
centers and to be assigned to local or neighborhood physicians des­
ignated to cover specific local territories. 
141 Socialized Medicine 
4. All equipment, supplies, laboratory and other facilities of a 
medical, surgical, dental, pharmaceutical, nursing or other nature, 
to be furnished free by the state. 
5. All medical, dental, pharmaceutical, nursing and allied education 
to be furnished free by the state. 
6. All duly licensed or registered physicians, dentists, druggists, 
nurses, etc., to be legally entitled to practice under the system as full 
time practitioners or workers. 
(a) Subject to established rules and regulations of admission and 
practice. 
(b) Proper safeguards of their rights and privileges under the 
system and the law. 
(c) With representation and a voice in the operation of the sys­
tem. 
7. Compensation to be adequate and on a salaried basis. 
(a) Graded according to time of graduation, length of service in 
the system, rank held, and type of work. 
(b) Salary increases and promotion to higher ranks to be based 
on similar considerations and to be automatically enforced. 
(c) Pensions, sickness, old age and other disability and social 
insurance to be included and applied. 
8. Hours of work to be assigned and regulated and scheduled so 
as to provide : 
(a) Adequate medical care for the sick and injured at all times. 
(b) Adequate time and opportunity for the physicians and allied 
workers for rest, recreation, vacations, and further professional study 
-with pay. 
9. Organized cooperative groups and group methods to be employed 
under the system wherever possible. Special provisions to be made 
for rural and other territories inaccessible to regularly organized 
medical centers. 
10. Individual private medical practice permissible under the same 
conditions and regulations as in private education, plus existing 
licenses and requirements by the state. 
PLATFORM OR STATEMENT OF PRINCIPLES 
AND PROGRAM 
By 
THE MEDICAL LEAGUE FOR SOCIALIZED MEDICINE* 
PREFACE 
In advocating the socialization of medicine, no claim is made that 
socialized medicine is a Utopia without any imperfections. No human 
*Now the American Leal'Ue for Public Medicine, 1467 Union Street, Broklyn, N.Y. 
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being is perfect, no government is perfect. Why expect an absolutely 
perfect system for the medical profession? What matters most of all 
is that socialization of medicine is the best possible system as com­
pared with the present system of medical practice. 
More stress has been given by those who oppose the socialization of 
medicine to the objections to the system and little, if any, to its bene­
fits. An attempt is made here to discuss briefly these objections. 
1. What is the difference between socialized medicine and st.ate 
medicine1 
Socialized medicine implies a system of free medical care and prac­
tice sponsored and financed by the state, responsible to the state, and 
organized, operated and regulated democratically by the medical and 
allied professions. 
State medicine implies the very same thing as above, except that 
the system of medical care and practice would be organized, controlled 
and regulated by the state for the medical and allied professions. 
(See platform of the Medical League for Socialized Medicine. See 
also No .. 23 of this questionnaire--Objections on "Politics.") 
2. Is insurance mediC'ine as practiced in Germany socialized med­
iC'ine? 
Absolutely not. It is a large scale contract practice under the 
control of the state and complicated by private practice. It can be 
in some way compared to the present workings of our Workmen's 
Compensation Law. Insurance medicine should be opposed by all 
doctors, because: 
(1) Profit to insurance companies is an essential factor. 
(2) Politics will surely enter. Insurance companies maintain ex­
pensive lobbies. 
(3) Insurance companies will control the medical policies. 
(4) Competition by doctors for jobs with insurance companies will 
be a certainty. 
(5) The doctor will be insecure in his position and earnings. 
(6) Medical insurance is not applicable to all patients, but only to 
those who are able to pay the costs of insurance. 
(7) Experience with the present compensation law yields poor re­
sults to both patient and doctor. 
Socialization of medicine: (1) removes the middleman (insurance 
company), eliminating his profit; (2) is applicable to all the people; 
(3) competition for jobs will not be necessary; (4) financial security 
and tenure of office will be assured. 
A warning and prophecy: Unless the doctors adopt some such 
plan as socialized medicine, some form of insurance medicine will be 
thrust upon them. Insurance companies are ever alert where profit 
is to be had. 
3. ls tM W orlcmen's Compensation Law similar to socialized 
medicine? 
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No. It is a form of insurance medicine under the supervision of 
the state. It is a private contract practice permitting a profit-making 
organization (insurance company) to come between the patient and 
the doctor. All its abuses have arisen because of this and because 
of the "business" the doctors have made of it. All compensation 
C'llses under socialized medicine would be handled the same as any 
other medical or surgical cases. 
4. Can medicine be socialized in an unsocialized state? 
(1) The state we live in is not an "unsocialized state." We would 
have to close shop in many things and go back to the old never-to­
return days, if this were true. We live in an already partially social­
ized state. Public education, fire departments, water departments, 
health departments, sanitary departments, police, parks, public 
libraries, recreation centers, public hospitals, bridges, municipal fer­
ries, concerts, and many other activities and institutions too numer­
ous to mention, in this and other cities, states and countries, show 
the extensive trend toward socialization and already in operation 
even under the present system. 
(2) Even medicine has long been under control or regulation by 
the government, although not actually socialized. Medical practice 
acts, examinations and licenses, health department control and regu­
lation, and narcotic and alcoholic control, are examples of state con­
trol of medicine under the present system. 
(3) Lest we forget, partial state medicine does exist under our 
so-called capitalistic state. "In 1931, 66 per cent (66%) of all the 
hospital beds in the United States are under government control. 
More than one-half of the general hospital care is provided by cities 
and counties through local hospitals." (Wilbur report.) More than 
50 per cent of all ward cases in our voluntary hospitals in Greater 
New York are now subsidized by the Government. Approximately 
40 per cent of all ambulatory cases are handled through the city 
hospitals. 
5. Healtk is a, necessity. But why not socialize otker necessities, 
such as food, clotking and kousing? Wky pick on medicine? 
(1) As doctors, we must necessarily be interested in the questions 
of food, clothing, shelter, etc., since the health of the individual is 
involved. Much illness can be averted if the people were assured of 
these necessities. However, as doctors, we are naturally primarily 
interested in correcting the present inadequate system of medical 
practice and health care, and, although the other necessities of life are 
very important, the question of the socialization of these other neces­
sities must be left to the people as a whole to determine for them­
selves. 
(2) From a practical viewpoint, the industrialists would oppose 
the socialization of food, clothing, etc., since their interests are directly 
involved. However, they would not oppose the socialization of medi­
cine since, under such a system, they would be relieved of the burden 
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of charity which many of the rich bear today, placing it upon society 
as a whole, where it really belongs. 
6. Can organized medicine prevent tke socialization of medicine? 
Organized medicine, although it recognizes the need for readjust­
ments in the practice of medicine, has in no way proposed a concrete 
plan that would be acceptable. In the meantime, while it has adopted 
a laissez-faire attitude, in hoping for better times or for some miracle 
to happen, other forces (social, economic and political) are at work. 
Who would believe that industry, guided by the strongest element 
in the country (capital), would have to abandon "rugged individual­
ism" and be forced to accept government control? If industry could 
not prevent the Government from entering into its business, will it 
be possible for the A.M.A. to stop the socialization of medicine when 
that becomes necessary? Can a hundred thousand doctors, more or 
less organized, stand in the way of the needs and demands of one 
hundred and twenty-five million people? 
"There is one lesson that can be derived :from history. It is this: 
That the physician's position in society is never determined by the 
physician himself, but by the society he is serving. We can oppose 
the development, we can retard it, but we will never be able to stop 
it." (Prof. H. E. Sigerist, Professor of Medical History, Johns 
Hopkins University.) 
It would seem the better statesmanship to right-about face, in view 
of the new understanding, and ride the crest of the tidal wave rather 
than foolishly fight it. Then, when the Government gets around to 
the socialization of medicine, the doctors will be prepared with a suit­
able plan. Without such a plan, and showing opposition to the 
socialization of medicine, the doctors will get something which they 
really do not want. (See also answer to question No. 4,) 
7. Will the present policy of organized medicine solve tke problem 
of adequate care of tke patient witk proper financial return to tke 
doctor? 
Organized medicine has no definite constructive plan. Its policy is 
(1) Laissez-faire. It hopes that when and if times improve, the peo­
ple will be able to purchase medical care. (2) It intends to resort 
to palliatives to patch up a system which, it admits, has not given 
adequate care to all the people, nor ample remuneration to all the 
doctors, and thus to correct the evils and abuses that are all but 
annihilating the profession. 
It is not made clear just how they can stop advertising and self­
medication involving the million dollar drug companies; the increased 
clinic attendance with public opinion to contend with; corporate and 
lodge practice that has existed for years; cultists of all kinds who 
thrive in spite of all efforts to eradicate them; fee-splitting and other 
commercial and degrading practices that are condemned, yet exist now 
more than ever. The fact remains that none of these abuses were 
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eliminated, and all are ever-increasing. Merely protesting cannot 
produce results or solve the problem. 
Socialized medicine demands that the responsibility for the health 
of the people be assumed by the state and not by the individual 
doctor. Socialization of medicine would eliminate the abuses of med­
ical practice. The need for self-medication would be eliminated. 
Corporate, contract, and cultist practice would be eliminated. Fee­
splitting and other such practices would have no place under this 
system. Clinics would continue, but all work would be paid for as a 
matter of course. 
(See Platform, section on Principles, of the Medical League for 
Socialized Medicine.) 
8. Under socialization of medicine would free choice of physician 
be lost? 
At best, this free choice of physician is largely a myth and very 
limited in scope: 
(1) Limited funds limit the choice. Only the rich can choose any 
doctor they please. The vast majority of people who constitute the 
great bulk of patients, have no real choice, but are guided by what 
they can afford to pay. They may know who the best doctors are, 
but cannot choose them. 
(2) Given a patient of ample means, who can deny that he can 
get excellent diagnosis and treatment at, for example, the Mayo 
Clinic, even though he does not choose there his individual doctor? 
(3) All ward cases in hospitals have no free choice of doctor. Yet 
it is admitted by all attending that these cases receive superior 
medical service from the physicians. The money motive is absent, 
and anything and any consultation can be ordered and secured that 
may be of value in diagnosis and treatment. This is not true of 
private cases in the same hospitals on account of financial con­
siderations. 
(4) Public institutions, without free choice, offer excellent. service 
and, all things considered, have excellent records. 
(5) If a physician is not associated with a certain hospital, then, 
if hospitalization is required, the patient is unable to continue the 
doctor's services, despite his choice of physician. Most hospitals are 
"closed." 
(6) Most "open" hospitals permitting "free choice," are generally 
considered inferior institutions by both laymen and profession. 
(7) Free choice as it exists today is unscientific, unreliable and 
undesirable. A neighbor, relative, friend or busybody, a fine office 
(location, furniture, nurse, etc.) expensive automobile, clothes, enter­
tainment and personality, etc., all go into the determination of 
"choice," of how learned ( ?) and competent ( ?) the doctor is. Often, 
then, a wrong choice of physician is worse than no choice at all. The 
layman is in no position to judge the physician. The more successful 
doctors are not necessarily the more competent ones. 
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9. Will not personal relationship between patient and doctor be 
lost under socialized medicine? 
This "personal relationship" today is also largely a myth, and all 
the considerations pertaining to the question of "free choice" apply 
with equal force to the question of "personal relationship." (See 
No. 8 above.) "A confused and illogical relationship exists today 
between the medical profession and those whom it serves." (Dr. 
Richard Cabot, Professor of Medicine and Social Ethics, Harvard 
University.) 
(1) The doctor cannot claim that he retains his families under his 
care continuously. Patients travel today from doctor to doctor, from 
specialist to specialist, and from clinic to clinic. This is often because 
of lack of faith or lack of funds. Often there is actual mistrust 
for economic, if not even scientific reasons. Surely personal relation­
ship is not, cannot be, retained under such conditions. 
(2) The see-it-all, know-it-all, do-it-all oldtime family doctor is 
rapidly disappearing, despite all the lamentations for his return by 
organized medicine. All the king's horses and all the king's men will 
not bring him back again. You can go forward, and even mJl,rk 
time, but it is a herculean task that organized medicine is attempting, 
namely, to go backwards. The specialist, the laboratory, the hospital, 
are here to stay. There must have been a reason for this develop­
ment. With the advances in medicine, no one man can know every­
thing-a master of all is a master of none. With the advent of 
specialization and laboratory investigation, how much personal rela­
tionship can exist between the patient and the laboratory, the clinic 
or the hospital? 
(3) A new type of personal relationship is bound to arise under the 
socialization of medicine due to the absence of the economic motive 
and the skepticism and mistrust resulting therefrom. 
10. Will not responsibility for tke patient's welfare be divided 
under sbcialization? 
(1) True ideal total individual responsibility can be obtained only 
when a physician is absolutely self-sufficient. He would have to be a 
general practitioner, surgeon and all other specialists, rolled into one, 
and all first-class. He would have to have all the equipment and 
laboratory facilities in every field of medicine, and be expert in their 
usage. (See No. 9 (2) dealing with "Personal Relationship," above.) 
(2) Under the present system, especially in large cities, no doctor 
can treat any disease, except the minor ones, without assistance from 
others, and consequently, sharing the responsibility with them. Upon 
referring a case to a surgeon, specialist, consultant, or laboratory or 
hospital the responsibility should be divided since the work is divided. 
Yet, often today, the general practitioner is unjustly held responsible 
for a case long after it has left his care and gone into the hands of 
the surgeon, the specialist, or even the hospital. 
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11. Would socialized medicine 1mean mass treatment? 
(1) What is "mass treatment?" Does it mean treating a dozen, or 
fifty, or a large number of patients at one time? That method can 
be used only with the most general and simple procedures, such as 
vaccinations, immunizations, etc. All other forms of examination and 
treatment must necessarily be individual under any system of prac­
tice. Standardization and systematization of examination and treat­
ment is scientific and does not necessarily mean mass treatment. 
(2) In clinics and wards of hospitals, numbers of patients are 
treated, even at present, and yet each case is examined and treated 
individually and as required. 
12. Would not SocWlized Medicine reduce the profession to the 
status of a trade? 
(1) If by a "trade" is meant a business, then medicine, by its 
commercialization, by its economic and business considerations, has 
long been reduced to such a status. 
(2) If by a "trade" is meant a form or type of skilled work, then 
the profession need not deny or fear such a status, but should rather 
acknowledge it. We are skilled workers; but we are not a "holier­
than-thou" class. 
(3) The public-employed school teachers have not suffered as a 
profession nor have they been reduced to a trade, because of the 
socialization of their profession. Can anyone say that Dr. Wm. H. 
Park is not practicing a profession, but is pursuing a trade in his 
great work as a public employee in the service of the Health De­
partment of New York City? 
13. Would not the incentive and ambition of the doctor be lost 
under socialization? 
(1) What ambition? Is it the incentive and ambition (a) to make 
money or (b) is it the scientific ambition, that will be checked? The 
answer is very important. If it is the former ambition, then it is 
true that financial gain will be limited. A secured livelihood, and not 
wealth, will be made under socialized medicine. A business career, 
and not the medical profession might be the proper place for those 
having ambition to make money. The security and adequacy of a 
livelihood for the mass of the doctors is of far greater moment 
than the inordinate incomes of a few doctors. Even today, under 
the present system of private practice, how many are guaranteed the 
security of a livelihood, much less the accumulation of wealth? 
(2) On the other hand, scientific ambition will not be checked 
under Socialized Medicine. Socialization of Medicine will stimulate 
ambition. "The greatest scientific advancements in medicine are not 
now coming from the field of commercial struggle for existence occu­
pied by the medical profession. They are coming from the men who, 
by public or private means, have been removed from its blighting in­
fluence. The financial reward has not been the object which has 
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stimulated the great medical discoveries. Now it is well recognized 
that the doctor who is engaged in the competitive struggle for a 
livelihood is the least apt to contribute to the progress of medicine, 
or of science. Surgery is the last exception but it is rapidly becom­
ing commercialized, and soon its best progress will depend upon the 
financially independent workers. The whole history of medicine, 
with its splendid list of martyrs, is a glorious refutation of the 
sophistry that competition for profit is important to human progress. 
The competitive system which surrounds and harasses medical ad­
vancement, hindered it from the beginning and retards it still." (Dr. 
James Peter Warbasse.) 
14. When the position is guaranteed will not the doctor be slipshod 
and lack interest in his work? 
On the contrary! Under the present individual office care of 
patients, he is apt to be slipshod. No one supervises or controls his 
ability, methods used, equipment necessary or the keeping of the 
records. 
Under Socialized Medicine, there would be supervision and control, 
and rightly so. To keep his position, the doctor would be compelled 
(1) to be up-to-date in knowledge, (2) perform only such duties 
as he is capable of doing, (3) use only accepted scientific methods, 
and (4) keep proper records. Our best workers in scientific medicine 
are generally salaried full-time men who are not slipshod and whose 
interest and ambition . do not lag. 
"Aside from the alleviation of suffering, the strongest impulse 
which moves the physician is the professional motive of winning the 
esteem of his fellows . • . the medical profession has, from time out 
of mind, disclaimed the acquisitive motive." (Walton H. Hamilton­
Final Report of the Committee on the Costs of Medical Care.) 
15. Has not medicine made scientific advances even under the pres­
ent system? 
It is remarkable that so much has really been accomplished. How 
much more would have been accomplished if all the efforts were co­
operative and coordinated? But really, how much of this progress 
was accomplished by the practicing physicians, and how much by 
the full-time salaried workers? (See Questions No. 13 and 14, In­
centive, Ambition and Interest.) 
16. Would not the independence of the doctor be lost under social­
ized medicine? 
The doctor today has neither economic independence, scientific in­
dependence, nor personal independence. Genuine independence can 
only be secured when the doctor is independent economically. What 
percentage of doctors can claim economic security? Scientific in­
dependence is absent at present since the doctor has to compromise 
when treating his patients because of their inability to pay the cost 
of the best attention, diagnosis and treatment he can give them. 
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J:t,rom a financial standpoint, the doctor is at the beck and call of all 
at all times; he is dependent upon the patient, the hospital and its 
politics, the prejudices and ignorance of the people he serves, with 
no time that he can call his own. 
17. Would an initial salary of $9,000 induce the proper men to 
study medicine? 
(1) When you consider that the cost of medical education under 
the present system amount to $15,000 to $20,000 it seems absurd that 
the net annual income of one-third of all private practitioners should 
be about $2,500. (Wilbur Report.) 
(2) Under socialization, the cost of medical education is borne 
by the state, and not necessarily by the individual. Then a $3,000 
net salary is not such an anomaly. It should be realized that under 
Socialized Medicine there will be a minimum and a maximum salary. 
Besides, medicine will then attract only the men who are really 
interested in medicine and not in commerce. (See Questions No. 
18 and 19.) 
18. How can a doctor be satisfied with a $9,000 net salary, when 
a policeman without any real training receives like compensation? 
This objection seems valid. It is no secret, however, that 
financially education does not pay. Can anyone explain why even 
the best pugilist should earn more money than the soldier who fights 
on the firing line, or than the President of the U. S.? Does it not 
seem strange that an ignorant real estate builder should earn more 
money than a President of a university? Again, does it not seem 
strange that a motion picture actress should earn more money than 
the combined earnings of one hundred of the best physicians? 
If "big" money is what the doctors are thinking of, the sooner they 
will leave the profession to take up pugilism or some business or 
racket, the better for them. It should be realized that under 
socialized medicine there will be a minimum and a maximum salary. 
Socialized Medicine does not propose to attempt to rectify an in­
justice and inequality that is centuries old. Security and adequacy 
of income and livelihood are the prime considerations. 
19. How much money would a doctor receive as compensation 
under socialization? 
(1) He will receive an adequate secured salary that will auto­
matically increase, depending upon the length of service, type of 
service, and position held. The amount will depend much upon the 
doctors themselves. If they are organized and demand proper terms, 
they will get just what is legitimately due them. Remember, all 
salaries would be net. 
(2) The past and present earnings of the doctors will no doubt 
be taken into consideration. "The average gross income of all 
physicians (from the lowest to the highest income) in 1929 was 
$9,000." (Wilbur Report). That amount does not sound so bad, and, 
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if offered, would be acceptable to the average physician. One need 
not be fooled, however, since "approximately 40 per cent of this gross 
income goes for professional expenses, transportation and other 
items." (Wilbur Report.) The results of the investigation show 
further that in the very best year (1929) "one-third of all private 
practitioners had a net income of less than $2,500. For every 
physician with a professional income of more than $10,000, there 
were two who received less than $2,500. The contrast is especially 
great between general practitioners and specialists. In 1929, the 
seventy thousand general practitioners, as a group, received less 
income than the 30,000 complete specialists. The average net income 
of the former group was under $4,000, while that of the latter group 
was over $10,000." (Wilbur Report.) This gives us an idea of the 
earnings of the physicians in the very best year (1929.) What the 
earnings were before 1929, and what they are later, is something 
else to think about. "The average reduction for physicians in all 
areas (from 1929 to 1930) was 17 per cent. In 1931 and in 1932 
still further declines were suffered.'' (Wilbur Report.) 
(3) In considering the physician's earnings, we must make up our 
minds to accept the following: (a) The boom days are over. To 
think of the present and the future, and not of the past, is the better 
part of wisdom. (b) The present earnings are dangerously low. 
The average doctor will surely receive more than he is earning now, 
under Socialized Medicine. (c) No one can guarantee the future 
under the present system of medical practice. No one should be 
fool enough to believe that "prosperity is around the corner.'' 
20. Would every doctor be placed under socialized medicine? 
(1) We deny overproduction of physicians. We believe that there 
is instead a poor distribution of doctors today. At present, there is 
one doctor for every 621 people in New York State; one doctor to 571 
in California; one to 1431 in South Carolina, and one to 860 in the 
United States. It is only under the present fee-for-service system 
with poor distribution, that so-called "overproduction" persists. This 
ii; because: 
(a) Preventive medicine is hardly practiced. People are unwilling 
to pay the doctor for periodic health examinations when in good 
health. 
(b) Clinics and hospital wards are competing with the doctors. 
Over two million in Greater New York now attend these clinics. 
(c) Health departments are placed in a position of competition 
with the doctors. Well-baby clinics, venereal clinics, tuberculosis 
clinics, vaccinations, immunizations, school examinations, etc., deprive 
the doctors of legitimate income. 
(d) Corporations are competing with the doctor. All large busi­
ness and industrial enterprises now take care of the health of the 
employees. 
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(e) Self~medication through counter-prescribing and through vast 
advertising campaigns (via radio, newspaper, etc.) is a form of com­
petition with the doctors. 
(f) Cults and all sorts of quackery are effective competition. 
(g) A large percentage of people receive no medical care at all, 
according to the reports of the Society for Improving the Condition 
of the Poor and of the Committee on the Cost of Medical Care. 
When all these encroachments are taken into consideration, is it 
any wonder that there is very little work left for the doctor. That 
is why we have an abundance of doctors with no patients. And 
what work there is for the doctor is usually underpaid or unpaid. 
(2) On the other hand, under Socialized Medicine, even with one 
doctor to every 500 people, there will be plenty of work for the doc­
tor. Because: 
(a) Charity clinics and wards, as we know them, will become 
socialized clinics and wards, where the doctors' work will be paid 
for as a matter of course. 
(b) There will be no need for corporate or contract practice. 
(c) Self-medication and cults will be automatically eliminated. 
Why spend money on patent medicines, etc., when regular treatment 
and advice from scientific physicians can be obtained free, together 
with proper prescriptions at the socialized pharmacy? 
(d) Health Departments, instead of competing with physicians, 
will become complementary to the socialized physician. 
(e) Preventive medicine will really be practiced. Since no fee is 
involved, people will take advantage of regular periodic examinations, 
as they do of the free medical services of insurance companies. 
On the basis of one physician to every 500 people, under Socialized 
Medicine, every doctor practicing in Kings County, for instance, 
would be placed. There are some 3,500 physicians in Brooklyn, of 
whom about 500 are true specialists and 3,000 are general practi­
tioners. With a population of over two million, there would be place 
for 4,000 general practitioners and for as many specialists as would 
be needed. (See also Nos. 21 and 22 following, an Over-production 
and Distribution of Doctors.) 
21. How would Socialized Medicine control over-production of 
physicians? 
The law of demand and supply would be the guiding principle. 
Today, despite all the restrictions governing the study of medicine, 
there seems to be no way of checking the number of applicants for it. 
Since every doctor is in business for himself, every student or pros­
pective student is willing to take a chance, even if he crowds out 
someone else, only to find out later, to his sorrow, that he himself 
has nothing. Under Socialized Medicine, there will no no "chance" 
for the student to take. He will be permitted to matriculate in such 
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limited numbers only as to supply the natural demand created by 
the increase of population or increase in work to be done, and by 
vacancies to be filled. (See No. 22 following on Distribution of Phy­
sicians.) 
22. How would Socialized Medicine control the distribution of 
physicians? 
(1) It is no secret that at present the doctor seeks the larger cities 
within which to practice and avoids the smaller ones and rural com­
munities. No scheme under the present system of practice has been 
able to solve this problem. 
(2) Socialized Medicine solves this problem easily. The young 
graduate will have a choice between (a) waiting without compensa­
tion until an opening occurs in a large city, such as might come 
through retirement, resignation, death, etc. (His appointment might 
come soon or it might be a year or more); and (b) being placed im­
mediately with regular compensation where he is needed, in a smaller 
city or rural community. He most likely would choose the latter, and 
once located, the chances are that he would remain. 
(3) Many men would voluntarily go to the smaller cities, if they 
were secured with a livelihood and an opportunity to practice medi­
cine scientifically. Furthermore, if necessary, compensation might 
be made more attractive for practice in rural communities. 
23. Will Mt politics enter and control the profession in Socialized 
Medicine? 
Politics being what it is today, this is a serious objection and must 
be guarded against. What are the facts? 
(1) Under Socialized Medicine you would not substitute an evil 
(politics) for something that does not exist in the present system. 
Politics cannot be worse under Socialized Medicine than it is today. 
It is a fact that no doctor can advance much without hospital 
affiliation. It is no secret that he has to play politics (social, 
financial, and political) in order to be connected, to advance or to 
hang onto his position. This is also true of other medical institu­
tions, insurance companies, and all forms of present-day contract 
practice. It is true even of much of our private practice. 
(2) Let us assume and admit for argument's sake, that the public 
school system is riddled with politics. Despite that, and as bad as it 
may be, would anyone advocate the abolition of the system of public 
education and return to a system where each teacher would practice 
his or her profession individually? The teachers themselves posi­
tively would be opposed to such a proposition. Would it not cost a 
citizen more money to educate his child? And would the teacher fare 
as well? The answer is self-evident. 
(3) The civil service system can be applied to medical practice, is 
being applied in public medical institutions just as to education, post 
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office, or any other governmental social service. (See PROGRAM 
of the Medical League for Socialized Medicine, with reference to 
appointments, promotions and control under socialization.) 
(4) Here the distinction between socialized medicine and state 
medicine must be understood. (See Question No. 1.) Both are the 
same, except, that in state medicine the control is from the top and 
may be bureaucratic, whereas in socialized medicine the control is 
determined by the doctors themselves. State medicine would not be 
true socialization of medicine, just as state education is not true 
socialization of education. Appointment and Policies are dictated 
from above. The teachers themselves do not determine policies nor 
exercise control. The politicians appoint the leaders and superiors 
and the rest must follow. Despite all this, state education is de­
sirable. So, too, even state medicine would be better than private 
practice. But in socialization of medicine, palicies and control would 
be in the hands of the medical profession, and politics is less likely 
to enter. Elections at the medical societies can determine the leaders 
and the policies, and a democratic control can be easily maintained. 
24. Would the community stand for more taxation necessary for 
socialization? 
(1) The health of the people is the concern of the people. Health 
is purchasable and must be paid for by the people. Health is surely 
as important as education. It seems just to tax the people for 
education; it would seem equally just to tax them for heaith. Health 
is being paid for now even through indirect taxation, through public 
and private charities, hospitals, etc. 
(2) It is not the function of the physician to advise the method of 
raising money for the purpose. Whether it be direct or indirect 
taxation of all the people, taxing the incomes of the higher income 
group, getting it in whole or in part from the employers, or by some 
bond issue, is the concern of the people and their legislators. 
(3) There will be no objection to taxation if only the truth be 
made known to the people. Such taxation would not be the payment 
of money for something which they do not pay for now. The people 
need not pay any more money. If only the same amount, and even 
less, were spent in taxation that they spend for their inadequate 
medical care today, it would more than cover the cost of adequate 
medical care. Ask any man what his annual physician's, hospital, 
nursing, dental, optician's and druggist's bill amounts to, together 
with the useless cultist's and self-medication bills, and see if he would 
object to a tax of '30 per annum. 
"The people of the United States in 1929 spent ,3,656,000,000 for 
all forms of medical service. This is approximately '30 per capita 
per annum." (Wilbur Report). This amount, according to the 
rc,port, would be ample to cover all cost for the very best medical 
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care, if only correctly applied. Consider that "in the experience of 
families in the $2,000 to $3,000 income group, living in cities of 
100,000 or more people, those families who used any hospital service 
had average total medical charges for the year of $261, while those 
that had no hospital care reported total charges of only $67. For 
families with incomes of less than $1,200 the average hospitalized 
cost was $67." (Wilbur Report). "Of the $3,656,000,000 spent an­
nually for medical service $125,000,000 is spent for services of 
osteopaths, chiropractors, naturopaths and allied groups, and faith 
healers, and $360,000,000 for 'patent medicines.' Much of the for­
mer and practically all of the latter is wasted.'' (Wilbur Report.) 
Out of the almost four billion dollars thus spent for all forms of 
medical care annually in this country, the physicians receive about a 
b:llion dollars, or only one-fourth of the total, or but twice the 
amount received by the cults and "paths" and patents. 
Socialized Medicine would properly apply this amount of almost 
four billion dollars now being spent annually to give adequate and 
scientific care to all the people of the land, with adequate compensa­
tion and opportunity for service to all the doctors and allied workers 
in the country, without one cent additional expense. 
WHY STATE MEDICINE IS NECESSARY 
By 
EDGAR SYDENSTRICKER 
(From Forum, Vol. XC, July, 1933, pp. 47-51.) 
One of the more ridiculous anomalies of the economic light in the 
recent reports of the committees on the system which we call "Ameri­
can" has been brought to costs of medical care and on medical educa­
tion. This particular anomaly may be stated baldly thus: 
There are about enough doctors, nurses, and others who render 
or assist in rendering medical services-about a million persons all 
told-to take care of all sicknesses and do nearly all the preventive 
work for individual patients that we now know how to do. There 
is being spent annually by the American people enough money­
about three and a half billion dollars-for doctors, nurses, medicines, 
and all sorts of medical services, good and bad-to purchase reason­
ably adequate medical care at current average prices. Yet in a year's 
time--even in a prosperous era-thousands upon thousands of fam­
ilies cannot afford to obtain any medical care; millions upon millions 
of cases of sickness which ought to have medical attention are un­
attended; less than seven per cent of the population have even a 
partial physical examination and less than five per cent are im­
munized against some disease; much preventable sickness occurs and 
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the death rate among adults of middle age is increasing. Although 
medical science is still far from having solved all the mysteries of 
ill health, only a little of the knowledge already gained is applied 
to all the people needing it. A large proportion of doctors and 
others who apply this knowledge do not receive an adequate or even 
a decent living income and, with a deep sense of social duty, render 
much medical service without any pay. 
This, it is being recognized more clearly than ever before, is not 
only a ridiculous anomaly but a shameful situation in which to 
find ourselves. Of course since 1929 we have grown somewhat ac­
customed to being ridiculous although unashamed. Nevertheless, 
according to a well established American belief, it is bad business 
if one doesn't get paid for what he sells, or doesn't get what he has 
bought and paid for. According to all canons of social well-being, of 
sound national policy, and of human justice, something is seriously 
wrong. It has been wrong a long time, for this situation existed 
even in our days of riotous prosperity. 
The inner nature of this anomalous situation of medical care in 
the United States may be understood better from "case studies" than 
from statistical tables. Limitations upon space preclude a considera­
tion of many cases, but perhaps only a sample is needed. The case 
presented here is very common, very trite, and altogether lacking in 
news interest. It must be all of these things if it is to be typical. 
Furthermore it is an actual case in a smallish city. I touch only 
upon enough of the happenings to bring a familiar story to the 
minds of all who read this. 
When the family physician's diagnosis of John Smith's pain as 
appendicitis was confirmed by the consulting surgeon, and John was 
rushed off to the hospital, the family sighed in brief relief that it 
was no worse. The. customary assurances were given. "Everything 
will be all right, and he is in splendid shape." "But spare no ex­
pense," insisted Mary, the wife. A tense period of waiting followed, 
for it seems John was caught just in time. Flowers, visits to the 
hospital, cheery nurses, the surgeon's comments on a beautiful op­
eration, promises that John would be home probably within a fort­
night, a feeling of deep gratitude-"Thank God it is all over, and 
he is well rid of a damn nuisance" (that evolution neglected to 
remove some reons ago) . 
Then the bills. 
Six dollars a day for the private room (Mary's idea), laboratory 
fees, operating room charges, a special nurse for the first day and 
night. The surgeon had a quiet talk with the convalescent about 
finances: "My usual fee for this operation is $250 but ..." He 
was awfully decent about it. The whole business won't cost over 
$300. 
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John did not have $300 in cash. As a matter of fact, his bank 
balance when he was rushed to the hospital was $44.24. His salary 
is $2,400, and his family's annual expenses $2,310 in spite of much 
budgeting. He has no house to mortgage, and his insurance policy 
already had been borrowed upon to pay for John, Jr.'s, advent into 
the world. The new emergency was partially met by getting a 
salary advance to pay hospital and nursing charges. The family 
physician and the surgeon must wait. 
Now John is among those of our middle class who receive adequate 
care under our system of medical service. His family doctor is an 
independent entrepreneur. So is the surgeon. Both live on fees from 
their private practice and are connected with the hospital, members 
o:f a loosely-knit medical "group" which avails itself of the facilities 
there. The hospital was built at public expense and shows a deficit 
at the end of almost every year. These two physicians strictly ob­
serve the ethics of thelr profession and are competent private practi­
tioners. Both give a considerable amount of free service in the 
hospital's clinics, do a good deal of "charity" practice outside, charge 
low fees to some patients, and fail to get paid at all by others. 
In fact, only a few of their patients pay their fees promptly and in 
full. The physician's net income in 1928 was $3,100 and the sur­
geon's was $5,600. . . • 
POOR PATIENTS-UNDERPAID DOCTORS 
Let us put this case history into the statistical picture afforded 
by the experience of thousands of families. Not all of them involve 
appendectomies; some are cases of pneumonia, bronchitis, tonsilitis, 
gall stones, influenza, cancer, intestinal "upsets,'' and so on down 
the list of human morbidities. Not all of the families are as well off 
as John's. In fact his position in the economic scale of the popula­
tion of the United States can be seen at a glance at the following 
figures: 
Per Cent 
of Families 
in Each 
Family Income Income 
Class Class 
Under $1,200 15.0 
$1,200-$2,000 34.8 
$2,000-$3,000 24.6 
$3,000-$5,000 15.7 
$5,000-$10,000 7.0 
$10,000 or more 2.9 
This was the economic scale in 1928-near the peak of our wildest 
financial dreams. The average family had charges for medical care 
which amounted to $108 in a year and which included not only the 
157 Socialized Medicine 
occasional "high cost illnesses" but also the costs of frequent and 
relatively inexpensive illnesses and medical needs-a not unreason­
able price to pay for the medical care of a family of four. Families 
with less than the average income, however, cannot afford to pay 
th'.s $108. Let us combine the figures given above with some more, 
.as follows : 
Per Cent Average
of Families Annual 
in Each Charges
Family Income Income for Medi-
Class Class cal Care 
Under $1,200 15.0 $49 
$1,200-$2,000 34.8 67 
$2,000-$3,000 24.6 95 
$3,000-$5,000 15.7 138 
$6,000-$10,000 7.0 249 
$10,000 or more 2.9 503 
Now sickness falls somewhat more frequently and just as un­
expectedly upon the poor as upon the well-to-do. Over half of the 
population gets sick once or more times in a year and the average 
family has nearly four cases of illness in a year. Yet the average 
family in the low income class-with less than $100 a month--can 
actually afford to incur less than $50 a year for medical care as 
.against $138 in the $3,000-$5,000 class, for example. If they were 
paupers, they would stand a better chance because the public would 
foot their bills. 
The obvious conclusion from these statistics is that the great 
majority of American families do not get nearly the medical care 
they need because they cannot afford to pay for medical care when 
they need it. 
Let us look at the picture from the doctor's point of view. 
Such facts as are available show that in 1929 one-third of all 
physicians had net incomes of less than $2,500; and one-half less than 
$3,800. If we graded physicians in income intervals of $1,000, more 
physicians would be found in the $1,000-$2,000 class than in any 
other. And this was 1929. Of course there were some with 
incomes of $10,000 or more and a few with $15,000 or more, but 
we are speaking of the ordinary doctors, in ordinary cities, towns, 
and country districts. 
The obvious conclusion from these facts is that the doctors are 
not getting rich. That is putting it far too mildly, however. When 
we consider the investment in the doctor's training and his responsi­
bility, the inescapable conclusion is that most medical care actually 
rendered is not being adequately paid for. 
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The underlying reasons for this situation may be fairly summed 
up in a brief statement of three facts, all of which are involved in the 
case of John Smith as well as in the statistics: 
1. Medical care for nearly all of our population, under the eco­
nomic system which we have developed, is a service to be bought 
when needed. This means that most medical care is produced as an 
economic "good," has a price, and must be paid for in the market. 
Four-fifths of the producers are not salaried employees or wage 
earners; on the contrary, they are professionally and expensively 
trained entrepreneurs who, within certain self-imposed "ethical" lim­
itations, are engaged in business for profit. The greatest opportunity 
for profit, under existing conditions, is afforded by well-to-do pur­
chasers and the competition for profit is active. The business is 
not profitable except to a few, because of the high cost of maintain­
ing many competitive enterprises and because of two other condi­
tions, namely: 
2. Although fairly accurate predictions can be made as to when 
and how much of this service is needed by the people in mass, the 
incidence of sickness in any individual family during a given period 
of time cannot be foreseen. This means that medical care, especially 
the most costly care, is a service to be purchased by the individual 
family in emergencies. 
3. Under the American economic system the distribution of pur­
chasing power is so unequal that even in most prosperous years, and 
even if foresight and thrift were common characteristics of human 
beings, a very great majority of the individual families is unable 
to provide against these emergency needs for medical service. 
The economic problem to be solved in the socially essential task 
of providing medical care to all of the people, thus narrows down 
to that of adequate payment of those who render reasonably efficient 
service under an economic system that postulates a grossly unequal 
distribution, in the population, of ability to pay. 
This was the problem to which the Committee on the Costs of 
Medical Care addressed itself some five years ago: Composed of 
about fifty public spirited men and women representing medical 
service, public health, various institutions, social sciences, and the 
public, with Dr. Ray Lyman Wilbur as chairman, and supported by 
several foundations, the Committee undertook first a series of in­
quiries into different phases of medical care and various methods of 
providing medical care in the United States. The reports upon these 
studies constitute a valuable library on the subject, probably well 
worth the three-quarters of a million dollars appropriated to the 
Committee. That the Committee fully recognized the nature of the 
economic problem there can be no doubt. "No one fact," it said 
in its report, "is more clearly demonstrated by the Committee's 
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studies than this one: that the costs of medical care in any one year 
fall very unevenly upon different families in the same income and 
population groups. The heart of the problem, therefore, is the equal­
izing of the financial impact of sickness." In setting up what is 
called "a satisfactory medical program," the report contained this 
admirable statement: 
If adequate services are available but can be obtained only on 
financial terms which a large number of persons cannot or will not 
meet, the problem is not solved. Most communities, in officially 
assuming at least a theoretical responsibility for the care of indi­
gents, have already taken the position that no human being should 
be allowed to suffer, on account of poverty, from remediable illness 
or distress. Our present system however, on the one hand lays an 
unjustifiable burden of unpaid service upon the physician and the hos­
pital and, on the other hand, frequently gives the individual of the 
middle economic level only a choice between becoming a recipient of 
charity or foregoing needed medical care. A satisfactory program 
should make it possible for a large proportion of the total popula­
tion to pay in full whatever may be charged for needed medical 
service, on terms which are reasonable and which fully preserve self­
respect. The cost of care for those who cannot pay should be dis­
tributed, according to ability to pay, over the rest of the community. 
When the Committee had to face the necessity of proposing a 
solution, however, it was found that the widely divergent views of its 
members could not be reconciled. Its final report appeared in No­
vember, 1932, peppered with exceptions and objections and accom­
panied by two dissenting statements and two minority reports. It 
contained five principal recommendations which may be summarized 
briefly as follows: (1) Further local "group" organization of physi­
cians, dentists, nurses, pharmacists, etc., preferably around hospitals 
in the form of community medical centers, or in industrial medical 
services, or in private group clinics, or in pay clinics, or in county 
medical society clinics; (2) Further extension of all basic public 
health services; (3) Placing the costs of medical care on a "group 
payment basis through the use of insurance, through the use of taxa­
tion, or through the use of both"; (4) Formation of agencies by 
states and local communities for the study, evalution, and coordina­
tion of medical services; (5) Better educational facilities for health 
officers, dentists, pharmacists, midwives, and other personnel. 
Thus the Committee apparently was more concerned with improve­
ment in the quality of medical care than with the heart of the prob­
lem, the consideration and possible solution of which was the primary 
purpose of its work. Improvement in medical care is of course, 
highly important but the pressing problem is making what medical 
care we now have available to all the people. For the solution of 
this, the Committee went no further than to propose an experimental 
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development of various forms of local community facilities for 
medical care through the future organization of group medical prac­
tice with local, state, and federal financial aid where necessary, pos­
sibly supplemented by voluntary health insurance among "organized 
groups of consumers" if any such groups should desire it.1 
No definite, comprehensive, nation-wide, or even state-wide plan 
emerged from this five years of study and deliberation. The Ameri­
can Nation was advised to wait until the thousands of its communi­
ties would be sufficiently aroused to solve their own local problems. 
The buck was passed, in effect, to social evolution. 
A PROGRAM OF STATE MEDICINE 
The situation is one that calls for a definite program of action 
upon a large scale, especially in a period when the ill effects of 
industrial and agricultural maladjustments upon the health of many 
will be manifested. We are not dealing with a matter of minor 
importance. Nothing less is at stake than the public health itself 
which, as Disraeli said many years ago, "is the foundation upon 
which rest the happiness of the people and welfare of the state." 
The end of any effective attempt to solve the problem before us 
should be nothing less than to make it possible for every person 
to obtain such medical care as we now know how to render. This 
medical care should be provided and must be paid for. 
If I were to outline even roughly such a program, I would say 
that its scope should not be less than state-wide, although its develop­
ment in some localities may be slower than in others; that all kinds 
of medical care at home or in institutions should be provided; and 
that those who receive this care should include not merely those who 
are employed but all persons and their families having incomes below 
an amount sufficient to purchase medical services in any contingency. 
We should go l;>eyond the health insurance systems of Great Britain 
and Europe which provide financial assistance, and in some instances 
medical care also, to employed individuals only, and we should go 
further than to provide public medical service for infants, children, 
and mothers, or for tuberculosis and mental diseases. In such a 
program the maintenance of the physician's professional freedom 
is of cardinal importance; adequate remuneration of all who render 
1Against the form of local "socialization" of medicine proposed, representatives of 
organized medicine on the Committee vigorously registered their dissent. Althouiih 
not convinced that insurance was a good method of equalizing the impact of sickness, 
they pointed out that "if we adopt in this country either of the methods tried out In 
Europe, the sensible and logical plan would be to adopt the method to which European 
countries have come through experience, that is, a compulsory plan under govern­
mental control." Some of the members signing the majority report expressed 
t!temaelves as In favor of statewide compulsory health Insurance for certain population 
c.roups. 
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medical service is necessary; and the promotion of higher quality 
of medical care, the professional administration of professional per­
sonnel and activities, the maintenance of the private relationship 
between physician and patient, and the patient's free choice of phy­
sician are obviously essential. 
The Committee on the Costs of Medical Care came to the con­
.clusion, quite rightly, that the costs of medical care should be placed 
on a "group payment basis through the use of insurance, through 
the use of taxation, or through the use of both." Insurance is a 
well-established procedure of distributing costs; taxation for main­
tenance of health is in accord with the thoroughly well-recognized 
principle, so succinctly expressed by Dr. William H. Welch the 
beloved dean of American medicine, that "there is no more important 
function of government than the prevention of disease, the protec­
tion of the health of the people." 
Yet, strangely enough, the terms "state medicine" and "com­
pulsory health insurance" incite some to unreasoning fury. In facing 
a problem which concerns the health and happiness of the entire 
population, it is perhaps not impertinent to suggest that the time 
has come when we should cease to listen to any except those who 
are willing to think about the matter dispassionately, and, it might 
be added, unselfishly. For no one, unless he is hopelessly timorous 
or narrow-minded, should refuse to consider frankly and without 
prejudice, any procedure, no matter how radical it may seem at 
first glance, which can be utilized in dealing with a social problem. 
The distribution of the costs of medical care among that moiety 
of the population which is able, or partially able, to pay but cannot 
meet emergencies is clearly a situation to which the well-established 
methods of insurance ought to be applied by the government as 
sound business procedure. All experience points to the desirability 
of the compulsory form of insurance as well as to public control 
of its administration, including the collection of the insurance pre­
miums. But the compulsory health insurance can only be a partial 
solution for several reasons. One is that the proportion of our popu­
lation which is indigent or which is on an economic level so low as to 
preclude the payment of all of the insurance premiums, obviously 
cannot be provided for by the insurance method; this proportion 
varies greatly with the ebb and flow of "prosperity." Another reason 
is that there are many rural areas in which not only many of the 
population are unable to pay insurance premiums but medical per­
sonnel and facilities are seriously lacking. 
Furthermore, there are certain types of sickness for which the 
insurance method is not easily applicable. Communicable diseases, 
for example, properly are a menace to the public and their preven­
tion as well as care properly constitute a public function. Tubercu­
losis, cancer, orthopedic defects, syphilis, are matters not only for 
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public concern but require expensive treatment far beyond the ability 
of the ordinary individual to meet or a strictly insurance system to 
provide for. Hence, recourse must be had to public sharing through 
taxation of some of the costs. In fact, taxation is already being relied 
upon more or less generally to meet (a) all of the costs of medical 
care of the indigent and of residents of communities where private 
facilities and personnel are not available; (b) most of the costs of 
more expensive services rendered to the low-income classes; and 
(c) the costs of highly specialized treatments for certain types of 
cases and of preventive care against certain diseases. It is safe to 
predict that in the coming period of economic readjustment, these 
types of public medical service will be developed to an increasing 
extent. It is the logical solution of these particular problems, 
whether some of us like it or not. 
Public medical service along these lines and compulsory insurance 
against the costs of other medical care are to be regarded as com­
plementary parts of a state-wide system of paying for medical care. 
The rendering of medical services obviously must be done by physi­
cians according to standards and in ways deemed by them to be 
most satisfactory and efficient, but the medical, nursing, and dental 
professions will fail in their duty unless they cooperate in develop­
ing a program whereby all of the population can be served and a 
situation be more adequately met--a situation which, to reiterate, 
is a ridiculous economic anomaly as well as a menace to public 
welfare. 
A STATE-OPERATED SYSTEM OF MEDICAL 
SERVICE FOR TEXAS 
By 
DAN R. DAVIS 
Department of Rural Sociology, Agricultural and Mechanical 
College of Texas 
Dr. Albion Small, an eminent sociologist, after many years' study 
of man's primary interests and desires, has concluded that the number 
one interest of mankind is health. 
The State and our Nation have given us a free public education 
system instead of required tuition, free use of public highways in 
place of the privately owned turnpike, and a low-cost government­
operated postal service has supplanted the costly service of the pony 
express. However, it seems strange that our State and Nation have 
done these things with little regard to a program for making health 
services free to man. A free education housed in the mind of an 
unhealthy body is a poor investment. 
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Free housing, bedding, and food are available in a substantial 
building to every rural or urban man and woman in all countries 
and parishes of the United States--the county jail. These same 
free facilities are not, available to all the sick and bedridden. Limited 
forms of charity m larger cities· make available some free health 
treatment to a small per cent of the very poor residing in slum 
areas. The millions comprising a low-income group in our rural 
areas are denied even this limited health aid of urban charitable 
institutions. 
Texas and the South are primarily rural. The farming millions 
of our Nation, many of which are farm tenants, received only 8.9% 
of the national income in 1937. The costs of private medical service 
concentrated in the city, bear most heavily upon the shoulders of 
the isolated low-income groups of rural areas. These costs of private 
medicine are highest for those least able to pay for medical services. 
Even the country doctor whose services are not free is rapidly dis­
appearing, and all types of commercial health facilities in rural areas 
are becoming less available to our farming class in spite of the fact 
that recent government health surveys reveal "the poorest people 
are sick more." 
The National Emergency Council states that two millions in the 
South alone are infected with malaria annually and that other millions 
need treatment for pellagra, hookworm, and malnutrition. 
Paul De Kruif has written in "Why Keep Them Alive?" that over 
one million one hundred thousand babies die preventable deaths each 
year within the borders of the United States. This is ironic in a 
democracy of magnificent hospitals and trained physicians. 
De Kruif states that the deaths of these infants are due primarily 
to the economic inability of parents to provide adequate health treat­
ment for their offspring. It is indeed a serious matter when life and 
death are weighed on sinister economic scales by those who have and 
those who have not the ability to pay for health services. 
Miss Roche has presented the following facts from The National 
Health Survey: 
"1. Four millions or more people are disabled by sickness in the 
United States each day of the year. 
"2. In 1936 nearly one-quarter of a million women did not have 
a physician's care at childbirth. 
"3. Infants in families with an annual income of less than $500 
die at a rate of 168 per 1,000 live births, as contrasted with 30 per 
1,000 in families with incomes of $3,000 or more." 
These are some of the principal charges of organized private 
medicine in its objection to a program for state free medical services: 
I. STATE FREE MEDICAL SERVICE IS SOCIALISTIC 
"Socialism" was the charge hurled fifty years ago against those 
who fought for a free education system and a free system of public 
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roads. We, today, however, do not think of our public schools and 
public roads in terms of socialism. We are following the philosophy 
of Thomas Jefferson who inferred that the greatest good should be 
for the greatest number of people. 
II. STATE FREE MEDICAL SERVICE WOULD DESTROY 
PRIVATE MEDICINE SINCE ALL DOCTORS WOULD 
BE EMPLOYED BY THE STATE 
"Destruction of education in Texas by the State" was another 
false accusation used by those who fought the movement for a free 
system of education. After all these years, the individual still has 
the choice of attending a private school of primary, secondary or 
university rank or one may attend a State supported institution of 
similar educational levels. Under a program of free medical service 
all doctors would not be regimented by the State nor would all doctors 
be employed by the State--heaven forbid. The individual would have 
the opportunity to continue receiving the services of his private family 
physician at a personal cost if he so desired. 
The State would furnish free medical service to those who are 
unable to pay for a private doctor and hospital services. In other 
words those able to pay for medical services personally would still 
have the freedom of choice in the selection of a physician. Whereas, 
a system of State medical service would be available to the poor 
and rich alike. 
III. STATE FREE MEDICAL SERVICE WILL DESTROY 
THE INITIATIVE OF THE PHYSICIAN SINCE HIS 
ECONOMIC INCOME WOULD BE DIMINISHED 
IN COMPETITION WITH THE STATE 
It is revealed in a study by the Extension Service of the University 
of Wisconsin that in the prosperous days of 1929 for every doctor 
who received a salary of more than ten thousand dollars, there were 
two who received less than twenty-five hundred dollars. 
We can readily see that all physicians in private practice are not 
"getting rich"-as many doctor bills must be "marked off" the books, 
uncollected, and many charity cases in cities are performed by some 
physicians without economic compensation. 
Under a system of free medical service physicians would be paid 
a guaranteed salary by the State-there would be no worry of 
uncollected bills-nor would the doctor be requested to perform for 
charity. Under a State program there would be no charity cases. 
The proposed system would lighten the burden of the over-worked, 
but socially-minded private physician who gives some free service 
when time permits him to perform charity operations. 
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The salary schedule of doctors employed by the State would be 
scaled on the basis of training, ability and experience of the indi­
vidual. The guesswork involved in the present hiring of a private 
physician would be removed under a system of State medicine as only 
the very best physicians would be employed by the State and the 
unscrupulous system of fee-splitting would be eliminated. 
State-employed physicians would be given continuous training in 
service and frequent examinations would test and measure the ability 
of those serving the masses. Too frequently the public is compelled 
to endure outmoded medical practices in the hands of private medicine. 
The State of Texas and the Federal Government employ today only 
the best prepared veterinarians at a scaled salary for protection of 
the livestock industry of our State. Many of these veterinarians as 
well as many present-day physicians are trained in State-supported 
institutions of higher learning. However, Texas is offering free medi­
cal attention only to her livestock and diseased agricultural crops. 
IV. STATE MEDICAL SERVICE WOULD DESTROY ALL 
MEDICAL RESEARCH 
Many of the greatest research laboratories of this generation are 
State and Government supported. The work at the State Agricultural 
Experiment Station is an example of the wonderful research being 
done by this means of support. Most present-day medical research 
has to depend upon the precarious economic support of private dona­
tions or endowments. 
The State would be more able and certain in supporting medical 
research and the scientific findings would be made available and free 
to the public-as are the present-day findings made free to the public 
in the instance of agricultural research. Thus a State-supported 
system would stimulate the present slowness in advance of medical 
science. 
V. POLITICS WOULD POLLUTE A SYSTEM OF 
STATE MEDICINE 
Texas has an excellent State-supported school system. Texas has 
one of the finest public highway systems in the United States. Texas 
has a well-trained and efficient State Ranger force and State Highway 
Patrol. Texas has the largest State Agricultural Extension Service 
and State Agricultural Experiment Station in the world. 
We have an excellent State-operated institution for training medical 
students at Galveston. 
These accomplishments have been made in spite of politics in 
Texas. There is no reason for Texas not being able to have a 
politically untarnished system of free medical service since all 
physicians employed by the State would be compelled to meet the 
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requirements of a civil service examination as one of the prerequisites 
to employment. 
Another important argument for the establishment of a free medical 
service is that a program for sickness prevention would be put in 
vigorous practice. The Extension Service of the University of Wis­
consin reveals a very lop-sided picture in pointing out that only $1 
out of every $60 spent for medical service goes for the prevention of 
ill health. 
Private medical groups do not have the time nor money to sponsor 
an educational program for the public on the most effective means 
of dealing with sickness-the prevention of sickness. 
A considerable portion of the program of State medicine would 
be directed in the education of the public on the prevention of sickness 
and disease at a saving of worry, illness, human lives, and money to 
the patient, to the State and to society. 
This portion of the program would also save the ill effects and 
money wasted .on harmful patent medicines by many of our rural 
population, who cannot economically afford the attendance of a 
physician under the present medical system. 
We may further our argument for a system of free medical service 
with these concluding statements: 
1. State medicine would eliminate much of the overlapping of 
medical service now existing. 
2. The cost of medical education would be decreased. 
3. Adequate salaries would be provided all doctors. 
4. There would be a better distribution of medical facilities in both 
rural and urban areas. 
5. Work in preventive medicine would be extended. 
6. The State would make latest scientific equipment and discoveries 
available to all doctors. 
7. State medicine has succeeded in foreign countries. 
England, France, and other European nations have government 
programs to meet the health needs of all their peoples. We, in Texas 
and the United States, lag in this field of social and economic legis­
lation for human betterment. 
WHO SHOULD PAY THE DOCTOR? THE GROUP 
By 
WILLIAM TRUFANT FOSTER 
Director, Pollack Foundation for Economic Research. 
(Reprinted from Rot..ria,. Maotu:ifte, Nov. 1986.) 
Only the rich and the poor, it is said, get the best of medical care; 
the rich because they have money, the poor because they have charity. 
So if you are rich or poor, you may not be interested in new efforts 
to provide good medical care for everybody. Possibly, however, you 
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are one of those (in the United States, 100 million of the 125 million 
population) not rich enough in cash to pay a $500 hospital bill, or 
poor enough in spirit willingly to accept charity. 
If you are rich, I said, this may not interest you. I take that back; 
for, whether you know it or not, you now pay some of the doctors' 
losses on the millions of patients who do not pay their bills at all. 
At this moment in America, over 40 per cent of doctors' bills are 
six months overdue. Most of these bills will never be paid in full. 
Certainly you are interested in plans which may enable some of these 
millions of patients to meet their own bills. 
If you are poor, I said, this may not interest you, since some of 
the poor get the best of medical care in free clinics. I take that 
back, too. You may resent being a charity patient. You always 
expected to carry your own weight. Perhaps a calamity came­
paralysis, lead-poisoning, or a crashing of automobiles. Suddenly 
you found yourself overwhelmed with doctors' bills, nurses' bills, and 
hospital bills. For the first time, you belonged to the 10 per cent 
who, in any one year, bear 41 per cent of the Nation's bills for 
sickness. To make matters worse, your wages stopped precisely 
when your expenses increased. Certainly you would like to know 
whether it is not possible, by paying moderate fees in advance, to 
insure against such crushing, unpredictable costs. 
You know what happened to your neighbor, Henry Brown. You 
know his family tradition of self-reliance; how he always prided 
himself on paying his bills promptly. Then came that baffling illness. 
He went from one specialist to another. Now, his savings gone, his 
job gone, and his wife broken down under the strain, he is mentally 
losing his grip. And he does not yet know what actually ailed him. 
Suppose that Henry Brown, by paying a monthly fee within his 
means, say two or three dollars, had been entitled to the diagnostic 
services of a fully-equipped group clinic and free hospitalization. 
Could this family tragedy have been prevented? Perhaps not, but the 
question is worth discussing. Would his peace of mind concerning 
expenses have aided his recovery? Very likely, it would have. 
Suppose, further, that the group clinic of which Henry was a 
member had induced him to have a thorough health examination 
every year. Might his illness have been prevented? Again, perhaps 
not. Every doctor knows, however, that a large proportion of illnesses 
are preventable, if treatment is given in time. Yet, as a means of 
prevention, how many Henry Browns in your town have had a 
thorough examination this year? Not one in ten, if your town is 
typical. 
Should we not pay doctors to keep us well, instead of paying them 
when we are sick? And would not doctors gladly try to keep us 
well, if collectively we paid them flat salaries to do precisely that, 
and if, when we became sick, they received no more pay, but only 
more trouble. 
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Incidentally, can we not cut down the Nation's sickness bills by 
spending more of our tax receipts on prevention? We, of the United 
States, now spend every year for medical care over three billion 
dollars, yet only one dollar out of every 30 goes to public health 
services for the prevention of disease. The other 29 dollars are spent 
in trying to cure disease. Every collection of statistics in the field 
of medical economics reveals our collective stupidity. 
Henry Brown's community is typical-and therefore stupid-in 
another respect. There was a fully-equipped private hospital only seven 
blocks from Henry's home, with one bed out of every three unoccupied. 
Henry needed the hospital; the hospital needed patients. Can we 
not find a way to use our hospitals? And our nurses? And our 
dentists? And our technicians? Many, many of them now spend a 
large part of their time waiting for patients who simply don't come. 
Under our traditional fee-for-service regime, our failure to pro­
vide medical care for all the people is a national disgrace. We have 
relied on rugged individualism; we have left the doctors alone to 
solve the problem in their own way. As a result, progress in the 
science of medicine has been almost miraculous, while progress in 
the economics of medicine has been intolerably slow. 
The Committee on the Costs of Medical Care, which spent, directly 
and indirectly, over a million dollars to find out the facts, concludes 
that our tragic failure to use our resources causes a vast amount of 
preventable physical pain, mental anguish, needless deaths, and 
economic waste. More than 50 million persons in the United States 
during the current year either are not receiving the care which they 
need, or are burdened beyond endurance by its costs, while many 
thousands of practitioners are underemployed and poorly paid. 
The New York Academy of Medicine says that more than half of 
all deaths at child-birth which could have been avoided are caused 
by deficiencies in medical care. A study of industrial workers in 
certain areas by the United States Public Health Service shows that 
over half the sick receive no medical attention whatever. In any one 
year only about 30 per cent of the teeth which need care receive 
care: the rest just keep on decaying. Meantime, the United States 
leads the world in dental science. Not more than 8 per cent of the 
population have an annual health examination, yet that is an abso­
lutely essential part of any program for the prevention of disease. 
Our army tests reveal the unhappy results of this neglect. Rugged 
individualism, it seems clear, has left us millions of far from rugged 
individuals. 
This would be deplorable even if it were not possible to provide 
everybody with good care; but it is possible. We know how to do it, 
and we have the resources, human and material. The failure cannot 
be ascribed in any considerable degree to individual practitioners: 
they are able and willing to do their part. The chief trouble is the 
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complacence with existing conditions which is shown by some-not 
all, by any meanS---Of the organized branches of medicine. 
Since, then, we are fully equipped to solve the problem, why do 
we not solve it? To the man in the street the answer is plain. It 
is because we have not yet provided ways of paying the bills. 
The problem therefore is to free the science of medicine from the 
shackles of the business of medicine. 
How can we do that? 
Chiefly, a majority of the Committee on the Costs of Medical Care 
concludes, through group practice of medicine and group payment 
for service. The Committee recommends that medical service, both 
preventive and therapeutic, should be furnished largely by organized 
groups of physicians, dentists, nurses, pharmacists and other as­
sociated personnel. Such groups should be organized, preferably 
around a hospital for rendering complete home, office and hospital 
care. The form of organization should encourage the maintenance 
of high standards and the development or preservation of a personal 
relation between the patient and his physician. 
The Committee recommends further that the costs of medical care 
be placed on a group payment basis, through the use of insurance, 
through the use of taxation or through the use of both these .methods. 
This is not meant to preclude the continuation of medical service 
provided on an individual fee basis for those who prefer the present 
method. The Committee recommends that the study, evaluation and 
coordination of medical service be considered important functions for 
every state and local community, that agencies be formed to exercise 
these functions, and that coordination of rural with urban services 
receive special care. 
The Committee's proposal to distribute the risks of patients by 
means of insurance is an obvious way out. Insurance is indicated 
because costs of sickness like losses by fire fall so heavily, in any 
one year, upon so small a proportion of the population. In any one 
year, the most unfortunate 5 per cent of your family pay 19 times 
as much per family for medical care as the most fortunate 70 per 
cent and in any one year only one person out of fifteen needs hospital 
care. But no family can be sure in advance whether, in a given 
year, it will fall in the lucky 70 per cent or in the unlucky 5 per 
cent. The costs of illness are unpredictable and therefore cannot be 
budgeted by the individual family. 
Already group practice in 50 different communities has enabled 
members of the groups to get good medical care for less money, 
partly because under the group plan the time of doctors, dentists, 
nurses and other members of the staff is used to advantage. 
The Committee on the Costs of Medical Care presents nothing more 
i·evolutionary than the proposal that such experiments in groups 
_practice and group payment as are already under way should be 
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tried out wherever the people of a community wish to try them. Yet 
this mild proposal is condemned by the Editor of the Journal of the 
American Medical Association as "Socialism and Communism-incit­
ing to revolution." The American Medical Association, moreover, at 
its annual convention last year [1934] in Cleveland, Ohio, went so 
far as to pass a resolution declaring that "however the cost of 
medical service may be distributed, the immediate cost should be 
borne by the patient able to pay at the time the service is rendered." 
This absolutely shuts out all pre-payment plans. It condemns 
group payments on an insurance basis. If it means what it says, it 
condemns any doctor who accepts a salary for his services from a 
group of patients. Thus the American Medical Association reiterates 
its assertion that those who pay the bills for medical care have no 
right to say how the bills shall be paid. 
For years, the American Medical Association has repeatedly as­
sured us that it favors experiments toward more satisfactory methods 
of paying for medical care; but to date it has not advanced any far­
reaching plans of its own, and when any group outside the Associa­
tion, such as the Ross-Loos group in Los Angeles, starts an experi­
ment, those in control of the profession respond by trying to 
excommunicate the cooperating doctors. 
But, we are told, group practice "destroys the precious personal 
relation between the patient and his family physician." I do not 
find this the case among the many patients with whom I have talked 
in Los Angeles group clinics. Each patient selects his own physician 
from a panel, and this physician has continuous charge of his case. 
The satisfaction of the patients is shown by the rapid increase in the 
membership. 
Why, in any event, should the fact that the physician is sure of 
bis pay be a barrier between him and his patient? The bills are not 
among the "precious personal relations" between the doctor and the 
patient. On the contrary, the bills are the chief cause of friction. 
Moreover, under prevailing individual practice, millions of men, 
women, and children have no relations, personal or otherwise, with 
a family physician, or with any other kind; and it is primarily for 
some of these uncared for millions that group plans are proposed. 
Any proposal whatever for collective attack on the problem is at 
once condemned as "state medicine," or as a step toward "state 
medicine." Inevitably, so it seems, collective action means that the 
expectant mother cannot be confined except by vote of the Board 
of Aldermen. 
But why these sudden fears of political control of medical practice? 
Those who view with alarm all new adventures in medical economics 
seem to overlook the fact that already we have collective control of 
the economic phases of much medical practice. That is to say, we 
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now care at public expense for war veterans and for the army and 
navy, as well as for those who suffer from mental disorders, from 
tuberculosis, and from a great many other diseases. 
Also, collectively, we furnish free medical care for the indigent and 
do most of the work for the prevention of contagious diseases. Most 
of the hospital beds, too, are in public institutions. In fact, above 
15 per cent of the national bill for medical care is paid from public 
funds. To date this is our answer to the contention that medicine 
has a right to control its own affairs. To this extent we have re­
nounced rugged individualism. To this extent we already have state 
medicine. 
If this is "Socialism and Communism-inciting to revolution," even 
the 100 per cent patriots need not be alarmed. For it has gained no 
votes for either the Socialist or the Communist party. 
Whether or not we shall have state medicine is the national debate 
proposition selected this year [1935] for the high schools and dis­
cussed by more than 50,000 students. It is largely an academic 
question. In point of fact, the scope of state medicine is increasing, 
but not so rapidly as the scope of private medicine administered by 
groups and paid for on a monthly fee basis. It is the old individual 
fee-for-service kind of practice that is losing ground. Those of us 
who are promoting group practice plans are doing far more than 
the organized medical profession to curb the growth of state medicine. 
Yet, in opposition to all plans proposed by laymen, the organized 
profession asserts that medicine has a right to control its own affairs. 
This is a naive conception of its place in the social order. No profes­
sion has any rights which are not conferred upon it by society. The 
county medical association which solemnly warns us that no govern­
ment organization has any right to assume the responsibility for the 
prevention of disease merely makes itself ridiculous. As a matter of 
fact, the medical profession is the only one that persists in such an 
untenable position. Railroads, insurance companies, bankers, public 
utilities, stock exchanges, contractors, engineers, lawyers all know 
that they can expect to be left alone, only in so far as leaving them 
alone conduces to the public welfare. 
Even with the present national income the people of the United 
States are able to pay for adequate medical care. To be sure, once 
we contrive to make the flow of money to consumers keep pace with 
the flow of consumers' goods to market, we shall more than double 
our national income. But the present income is enough to provide 
good medical care for everybody. Thirty-six dollars a year per person 
would be enough, if we abolished the reducible wastes of present 
unbusiness-like methods. 
Already we are spending about $30 a year per person. An in­
.crease of $6, if the funds were spent to advantage, would meet all 
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needs. This means that we could give 120 million people the bene­
fits of the astounding advances which have been made during the 
past generation in medical science, if we spent for medical care, all 
total, merely as much money as we spent, in the darkest days of this 
depression, for trivial things. 
NEGATIVE READING MATERIAL 
THE PRESENT STATUS OF TEXAS MEDICINE* 
By 
E. W. BERTNER, M.D., 
Houston, Texas 
(From Teza.s Sto.te JournaJ. of Medicine, June, 1939. ) 
Ladies and Gentlemen of the State Medical Association of Texas: 
Let me reassure you that this is not intended as a political or propa­
ganda tirade, nor shall I bore you with inconsequential medical 
statistics or platitudes. 
On the other hand, an interpretation of the present status of Texas 
Medicine cannot escape a brief scrutiny of social, economic, and 
political trends which so obviously affect the practice of medicine 
in Texas. 
Today the Texas doctor stands in stark and cold bewilderment 
before a political expediency which proposes to make his profession 
a State utility and reduce him to the status of a political automaton­
a political expediency which warns him that if he is dissatisfied 
or protests, taxpayers' money will be used to subsidize new men, 
trained to a proper subserviency to political overlords. 
The attempt has been made to create the impression that American 
medicine is inadequate; that a crisis in medical care is imminent; 
and that the situation can be met only by discarding self-reliance 
and self-help and substituting for them State Medicine. 
In reality this is merely a repetition of history. Bismarck rode 
into German political power on the expediency of State Medicine, 
which promised the will-o'-the-wisp delusion of "free medical care." 
With the world wallowing in the mire of antedeluvian economics, 
maladjustments, and experimental government-while barbaric wars 
smoulder over half its population and its people shudder in antici­
pation of sudden death from the sky-a world-wide hysteria has 
disorganized business and bewildered industry. In our own country, 
agriculture is facing a staggering loss, labor is restless, jobs are 
insecure and twelve million people remain unemployed. 
Two gigantic oceans protect us more or less from foreign inva­
sion. On the other hand, instantaneous communication has brought 
us inevitably under the influence of foreign suggestion and propa­
ganda. Is it any wonder, then, that a keyed-up Nation of intelligent 
•Pr..,ident's Addrms delivered at the Opening Exercises of the State Medical Asso­
ciation of Texas, San Antonio, Hay 9, 1939. 
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people can be stampeded by a fantastic radio dramatization of a 
mythical Martian invasion? 
Out of just such economic disorganization and national tension 
came dictatorships and tyranny for Italy, Germany, and Russia. 
In the United States, foundations are already laid for steps leading 
to dictatorship. 
In other countries, steps that led to dictatorship looked harmless. 
They were subtle and insidious. No people ever knowingly or willingly 
bow to tyranny. Tyranny is forced upon them by easy stages and 
becomes a reality before anyone is conscious of it--even the dictator I 
National unrest has resulted in a critical scrutiny of business and 
the professions. Human endeavor presents many facets, of which 
the art and science of medicine is only one. If we look around the 
corner at the other man's activities, we will find them reflecting the 
same light of human hope and inspiration---only from a different 
angle. 
Standing on the sidelines, it is easy to criticize any business or 
profession. One may revel in the breath-taking beauty of the stage 
setting behind a scintillating prima donna, yet no one thinks of 
turning back stage to point with diabolical rapture to the uninspiring 
props, the ugly ropes, and the cast-off accessories. 
Yet this is exactly what professional politicians have done to 
medicine. By subtle inuendoes they have claimed that physicians 
have failed in the private field and that to safeguard the health of 
the Nation, the Government should step in, take charge of the 
doctor and his patient, plunging both into National, State, and local 
politics. The politician has pointed to the increasing incidence in 
industrial disease, traumatic injuries, insanity, venereal disease, and 
maternal sickness and death. 
Every doctor knows that there are medical problems unheard of 
a decade past. He knows it, and is far more deeply concerned than 
any politician scrambling for a few votes. But let me show you 
just how such problems have come about: 
Picture, if you will, the Texas of a century ago, when fourteen 
Texas doctors fought in the immortal battle of San Jacinto, and 
shortly thereafter when one of them, Dr. Anson Jones, the last 
president of the Texas Republic, spoke the last word in independent 
Texas history. 
Population was sparse. Transportation was confined to rumbling 
stage coaches and the scurrying of pinto ponies. Countless buffaloes 
and Indian tribes roamed the rolling plains. Culture moved at a slow 
pace. Wants were simple, requirements for happiness were simple. 
The lofty ideals and indefatigable spirit of the pioneering doctor 
were just becoming a definite part of the new country. 
The pioneering doctor had come to Texas. He saw it start. He 
participated in the conquering of new frontiers, and the settling of 
thousands of Texas communities. He gave his time and talents 
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devotedly in his professional sphere. His life pattern is indelibly 
woven in Texas history as a medical philanthropist who growled 
away the fears of mothers, cursed sympathetically with harassed 
fathers and cried softly with little children. 
Then came the "iron horse" to open up the vast store of natural 
resources of a great State and make them available for industry. 
Life speeded up with ever-increasing crescendo. Apache trails gave 
way to an intricate network of platinum high-speed highways. 
The ghostly shadows of kerosene street lamps were replaced by 
phosphorescent carpets of electric lights. The quiet whisper of the 
country village became indeterminate in the robust and virile voice 
of the growing metropolitan center. The cross-pattern of Neon lanes 
roared with the hum of machinery and the blatant noise of modern 
industry. 
Suddenly things began to happen. An agricultural Nation became 
an industrial one almost overnight. The transition brought a horde 
of unpleasant things, such as labor disputes, sit-down strikes, hunger, 
unemployment, and industrial disease. 
With the advent of the a.utomobile the highways became filled 
with hurtling tons of mobilized steel, and a casualty list of dead 
and wounded resulted, comparable only to an army during war. The 
radio ushered in an epoch of nerve-shattering, moaning psychopathic 
music. Movies and endless periodicals displayed lurid scenes and 
photo pictures that constantly stimulated the impressionable to a 
dangerously high emotional pitch. 
The man on the street began to clamor for the inalienable rights 
of "life, liberty, fmd pursuit of happiness," without the realization 
that only that becomes real or helpful which has cost the sweat 
of his brow, the effort of his brain, or the anguish of his soul. Modern 
living brought about the illusion that short cuts to happiness can 
be had. Like all illusions, the end was loss of reality, failure, and 
misery. And thus nervous and mental disease, as well as wear-and­
tear heart diseases, began to increase. 
Yes, we have been at great pains to construct devices and machinery 
to be energized by steam and electricity and sunshine, without 
realizing that the human personality must, too, make a proportionate 
adjustment. 
We have emancipated ourselves from the trials and tribulations 
of the pioneer but are still wandering about in the jungle, dissatisfied, 
hungry, making occasional excursions into paganism, and experiment­
ing with all manner of eccentric cults, longing for the spiritual 
equivalent of our repudiated antiquity. 
The point is, the doctor has nothing to do with the growth of 
industry, with its accompanying occupational diseases; an increase 
in the number of automobiles with a gigantic casualty record; modern 
bad habits which disseminate diseases of venery; or the inadequate 
development of potential mothers who grow up behind sodium stained 
176 The University of Texas Publication 
window glass that filters out ultra-violet light, and who eat hasty 
lunches to the detriment of their nutrition, with an inevitable increase 
in maternal and infant morbidity and mortality. 
The doctor is and always has been deeply concerned with the 
inevitable consequences of human misery and maladjustment. Human 
misery, in whatever form, may be a symptom, a cause, or an effect. 
It is an expression of degeneration, and therefore an indication of 
mental and spiritual decay. It is a cause of weakness and discourage­
ment, and therefore of further degeneration, and behind personal 
degeneration lies a multitude of causes far removed from the practice 
of medicine. 
What, then, is the reason for the deluge of ill-advised criticism 
of medicine and radio dramatizations which picture the doctor as 
a hybrid Frankenstein creation, and which blame the profession of 
medicine for everything from Adam's misadventure in the Garden of 
Eden to the late plundering of Czechoslovakia by a German megalo­
maniac? 
It may occur to you that I am over-sensitive concerning Texas 
Medicine. If so, then recall that one of our Texas county medical 
societies, together with a medical society in Washington, and the 
American Medical Association, were hailed before a Federal grand 
jury and accused of criminally infringing upon the anti-trust laws. 
An Assistant District Attorney released to the press, with resulting 
widespread publicity, a statement implying the guilt of .the defendants. 
One of his assistants made speeches from public platforms, stating 
that the litigants and their officers were criminally guilty. The 
litigants and their officers were subjected to the income tax investi­
gation. On December 21, 1938, presumably influenced by the propa­
ganda of the Department of Justice, the Federal Grand Jury voted 
indictments against these medical associations and nineteen indi­
vidual physicians. 
In the meantime, the litigants were threatened with the withdrawal 
of Income and Social Security tax exemption-as a non-profit, 
scientific educational foundation-possibly retroactive for a period 
of ten years. 
Then, facing these defendants with the possibility of ruinous taxes, 
jail sentences and heavy fines, the Assistant District Attorney was 
in a position to say to them: "If you will do what I tell you to 
do; agree to refrain from doing what I do not want you to do 
(concessions far beyond illegal practices) , I will ask the court to 
enter a decree, dismiss the case, and you will not have to go to jail 
or pay a fine." The doctors refused to consider the proposal. 
This intimidation means that if associations and individuals can 
be coerced on such a basis into concession "far beyond illegal prac­
tice," every association and business can be placed under executive 
control, regardless of existing practices, statutes, or constitutional 
rights. This pierces the heart of the enterprise system, and is the 
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most sinister menace that has confronted medicine, as well as busi­
ness and industry in the United States. It seeks to seize control by 
the blackjack method of threat and coercion. 
Newspapers throughout the United States carried statements 
attributed to the Assistant District Attorney that if 150 additional 
attorneys were placed at his disposal, he could reach every business 
and industry through Federal Grand Jury indictments. Thus, consent 
decree coercion is not the concern solely of the physicians or of 
medical associations. It is as vitally important to business and 
industry and the individual citizen. They stand next in line. 
Timed with unusual political perspicacity, the National Health 
Bill was introduced by Senator Wagner. The subtle and adroit 
National Health Bill does not provide for any new Federal agency. 
But in its unregulated grant of power and its authorization of 
expenditure without limit, it is as dangerous a piece of legislation 
as has ever been proposed in Washington. It is vague, wasteful, and 
unscientific. In some respects it is so simple as to appear innocuous. 
Its grants-in-aid to individual states for specific purposes are in 
effect pre-dated blank checks upon the future. 
On the basis of the administration's billion dollar thinking and 
expenditures, the actual appropriations do not seem unduly large, 
but each section carries provisions for unlimited expenditures once 
the machinery is established. On the basis of the rate of progression 
established, the total cost would exceed two billion dollars in 1945, 
with no limitation on expansion. 
Every dollar of State expenditure for medical services would be 
subject to the approval of some Federal department or bureau labor 
or treasury departments, or the Social Security Board. And the 
larger the State outlay the more can be expected from the Federal 
treasury. 
Worse still, the Federal agencies at their discretion may allocate 
funds to the states on the basis of population or of "financial resources 
of the State." 
You may well ask yourself, why all this political skirmishing? 
Why has the medical profession been indicted, intimidated and 
threatened? The reason is simple. 
Last July, a National Health Conference was held in Washington, 
attended by representatives of labor, welfare agencies, medical 
organizations, social workers and other groups. From that con­
ference there emanated a so-called "National Health Program," which 
had been developed by the Inter-Departmental Committee to Co­
Ordinate Health and Welfare Activities, by authority of the President 
of the United States. Five specific proposals were made: 
1. Expansion of public health service. 
2. Increase of all hospital facilities. 
3. Medical care for the medically indigent. 
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4. A general program for medical care. 
6. A program for compulsory sickness insurance covering the 
entire population of the United States. 
The first four of these proposals were accepted by the American 
Medical Association. As a matter of fact, they had always been the 
objectives of medicine. The last was and still is violently opposed 
by a very great majority of physicians. Time and space does not 
permit an analysis of the doctor's objection to compulsory sickness 
insurance. 
Suffice it to say that compulsory health insurance takes away 
initiative; fixes permanent limits to the strata of the people; prevents 
their rise to better comfort levels; is an unbearable and unjustifiable 
tax burden ; offers poorer medical service than we now have; does 
not enhance preventive measures; creates a medico-socio-political 
machine. For the medical man it would provide a degree of security 
but no career, and would fix him also in a given income group for 
life. And worst of all, it would make a politician out of him I 
It so happens that the doctor occupies a position that makes him 
potentially the most effective of political agents. It has been said 
that at some time or other a doctor enters every home. He enters 
it during a period of emotional stress. His relationship is a confi­
dential one. If you make him dependent for his livelihood on the 
whims and fancies of city hall or county courthouse satellites, he 
cannot but bow to a political intimidation which cannot fail to use 
him for political propaganda. 
And this, my friends, is the status not only of Texas medicine but 
of American medicine. It stands at the cross-roads and trembles in 
the balance. It is a question whether we will have individual medi­
cine as practiced in America at present or socialistic medicine as 
practiced in Russia and Germany. 
No historian will deny that the history of medical progress from 
Hippocrates to Osler is a history of individual achievement. History 
shows that from the jungles came the medicine men, from the battle­
fields came the crude traumatic surgeons, and from the slums of the 
Old World came the midwives-all bringing with them experience 
steeped in prejudice and perversion. 
Here and there, like a brilliant comet, there has fl.ashed across this 
human drama one of these great medical individualists, who has 
spun these polyglot experiences into the warp and woof of medical 
science. This weaving has not been done by communism or socialism 
or fascism or by medical bureaucracies, but by great minds stimulated 
by the prize of conquest. Medical progress comes only from human 
wisdom-the deep knowledge that grows from being continually 
exposed to the pitiful frailties of mankind. This wisdom springs 
inherent in your Texas doctor. 
There is an ineffable value in his human touch that transcends all 
legislation which seeks to dip its partial fingers into the sterile waters 
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of the healing art and arbitrate over his mission of mercy. The price­
less human bond that exists between him and his patient can never 
exist between a medical politician and a patient with a government 
number and a red-taped record with no significance! 
This is the status of Texas medicine. 
MEDICINE IN THE CHANGING SOCIAL ORDER* 
IRVIN ABELL, M.D. 
President, American Medical Association, 
Louisville, Kentucky 
In the changing social thought of the last few years much has 
come about that is at wide variance with what heretofore had been 
regarded as fixed and established. Industrial disability compensation, 
unemployment compensation and old age pensions are illustrative 
answers to the biblical question, "Am I my brother's keeper?" With 
the present urge to procure a greater distribution of social justice, 
there is in some quarters a tendency to go to the extreme of com­
plete socialization, in which effort medicine has been selected as 
a proving ground. If human intelligence and scientific medical 
knowledge could be dispensed in boxes and crates as a market com­
modity, its distribution could be fitted into such a concept of eco­
nomics. The fundamental concept in both ethics and economics is 
that of value. In economics the ultimate test of value is the amount 
of goods which will be consumed or the medium of exchange which 
will be. paid in the market. Ethics embraces a wider conception and 
makes it ultimate test of value the effect on the individual and the 
society in which he lives. If medical relations are to be ethical-that 
is, in furtherance of the ultimate good of the patient and of the 
public welfare-they must be between the patient who is to be 
treated and the physician trained according to established standards 
and having access to the accumulated knowledge of the ages. 
The advances in the distribution of medical knowledge during the 
past ftfty years have been evolutionary, developing means to meet 
the needs as they have arisen. The record is one of which to be 
proud; mortality has been reduced 50 per cent and life expectancy 
has been increased 100 per cent. During 1938 an all time low has 
been attained in the mortality of every disease other than heart 
disease and cancer. The explanation for their increased mortality 
becomes readily apparent when we bear in mind the number of 
people now living in the age groups above forty years, the period in 
which these diseases exact their greatest toll. 
•Address read by Dr. E. H. Cary, Dallas, In the enforced abeence of Dr. Abell, 
before the Qpeninir Exercises of the State :Medical Association of Texas, San Antonio, 
:May 9, 1989, and broadcast over Radio Station KTSA, San Antonio. 
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Even with this remarkable accomplishment of American medicine, 
no agency knows better than the medical profession of the lag or 
gap that exists between accumulated medical knowledge and its 
equable distribution and no agency is more interested in bridging this 
gap, granting that it be done in a way to maintain the ethical institu­
tion of medicine. As far back as 1875 the House of Delegates of the 
American Medical Association recommended the formation of a De­
partment of Health with a cabinet officer at its head, to the end that 
all health activities might be coordinated and correlated. During 
the passing years it has repeatedly urged consideration of this pro­
posal. During the same years there has been an increase in participa­
tion of governmental agencies in health activities scattered through 
many departments, the Public Health Service in the Department of 
the Treasury, Maternal and Child Welfare in the Department of 
Labor, Food and Drugs in the Department of Agriculture, the care 
of the Indians and the insane in the Department of the Interior, the 
care of the Army and Navy in their own Departments, the care of the 
veterans in the Veterans' Bureau, the care of the indigent farmers in 
the Resettlement Administration, and so on through more than twenty 
different agencies involving the expenditure of many millions of 
dollars. 
The President of the United States appointed an Interdepartmental 
Committee to Coordinate the Health and Welfare activities of the 
Government, which in turn appointed technical committees to assist 
in the study of its problems, one of which devoted its activities 
to the study of medical care. The National Health Survey upon 
which some of its conclusions were based, was a spot survey made 
largely by WPA workers covering four million rural and urban 
inhabitants in seventeen states. By using the findings of this survey 
as an index to the needs of the country as a whole, the Technical 
Committee assembled data and reached conclusions that in many 
instances are at variance with the data and information collected by 
the American Medical Association. If it be true that one-third of 
the population is poorly clothed, poorly housed, poorly fed and with­
out medical care, the problem presented thereby is even more social 
and economic than medical. The maternal death rate among the 
whites compares favorably with that of any other country, while 
that among the negroes is inordinately high. Many of the negroes 
live in squalor, are poorly clothed, poorly housed, undernourished 
and rachitic and without medical care even though it oftentimes is 
available; that such conditions exist is an indictment of society but 
certainly not of the medical profession. 
The availability of hospital service is another feature upon which 
there is a rather marked discrepancy. But regardless of its errors 
the report contains factual data upon which all agree and which 
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form a basis for the consideration and study of all agencies in formu­
lating a program for the wider distribution of medical care. 
In July, 1938, a National Health Conference was held in Wash­
ington under the auspices of the Interdepartmental Committee, at 
which recommendations for a National Health Program were pro­
posed, envisagin6r a comprehensive participation by the Federal 
Government in health activities. Briefiy, the program provided for 
an expansion of public health service and of maternal and child 
welfare; expansion and construction of hospital facilities and diag­
nostic centers; medical care for the medically needy; aid to the 
state1 in developing plans for medical care on a tax-paid or com­
pulsory insurance basis, and payments to the worker for disability 
resulting from sickness. The development of the proposed program 
was to be a gradual one with completion in ten years, at which time 
it would involve an expenditure of $850,000,000 annually. 
At a special meeting of the House of Delegates of the American 
Medical Association held in September, 1938, approval was given 
to expansion of public health service and maternal and child welfare 
where need could be shown; approval to hospital and diagnostic 
center construction where need could be shown, recommending, 
however, utilization of existing facilities to the utmost; approval 
of medical care to the indigent and medically indigent where need 
could be shown; approval of the principle of assistance to the worker 
for temporary disability resulting from illness; approval of group 
hospitalization and voluntary insurance but unqualified disapproval 
of tax-paid or compulsory sickness insurance. 
The special committee appointed by the House of Delegates held 
two conferences with the Interdepartmental Committee, one on Octo­
ber 31, 1938, and one on January 15, 1939. Since the Interdepart­
mental Committee did not at either conference submit a draft of the 
proposed legislative enactment for the translation of its recom­
mendations into activity, the discussions were of necessity limited to 
principles. There was agreement in principle on the objectives of 
four of the recommendations but disagreement on Recommenda­
tion IV which provides Federal help for the states initiating studies 
and plans for the care of all their people on a tax paid basis. Com­
pulsory sickness insurance is a more appealing and euphonious 
title than the one which accurately identifies it, namely, sickness tax. 
Mr. Falk of the Technical Committee set the income level at which 
compulsory plans would operate at $3,000.00 or less. Federal statis­
tics reveal that but 7 per cent of the population enjoy an income 
above this amount; if and when a compulsory plan becomes operative 
in all the states at this level, 93 per cent, or 120,000,000 of the 
population will be covered thereby. 
On January 2'3, 1939, the· President presented to the Congress his 
message on the National Health Program with a recommendation 
for its careful consideration and study. On February 28, Senator 
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Wagner of New York, introduced into the Senate of the United 
States a bill, S. 1620, entitled "A Bill to provide for the general 
welfare by enabling the several states to make more adequate pro­
vision for public health, prevention and control of disease, maternal 
and child health services, construction and maintenance of needed 
hospitals and health centers, care of the sick, disability insurance 
and training of personnel." Although the bill is actually an amend­
ment to the Social Security Act, the bill proposes that if it is 
enacted it be called the "National Health Act of 1939." Assuming 
that this bill has the endorsement of the Federal agencies responsible 
for the National Health Program it has afforded opportunity to 
study the means by which it proposes to put into effect the recom­
mendations of the Interdepartmental Committee and by comparison 
to see how far it harmonizes with the approval in principle given 
by the House of Delegates. at its special session. 
The American Medical Association at no time expressed its 
opinion upon the amounts of money to be expended in such a program 
but it is of interest to note that the Wagner Bill proposes an 
expenditure of $98,250,000 for the fiscal year of 1940, $123,500,000 
for the fiscal year of 1941, and $334,000,000 for the fiscal year of 
1942, with no limit in the amounts during 1941 and 1942 for public 
health work, for grants for mental and tuberculosis hospitals, for 
grants for medical care, for grants for temporary disability com­
pensation and for administration; and, further, that for the fiscal 
years subsequent to 1942 there is no specified limit for expenditure 
for the accomplishment of any of the purposes of the Act. While no 
specific mention is made of compulsory sickness insurance, the 
measure introduces the principle of allotment of Federal money to 
the individual states for medical care, by the Social Security Board, 
without specifying the means to be used in the individual states for 
providing such service other than to demand the approval of the 
Social Security Board, being silent as to the permissible extensions 
and improvements of medical care that a State may make and as 
to whether such care shall be provided through a State medical 
service, or by a system of State health insurance, or by payment 
for services on a fee basis. 
The American Medical Association has at no time suggested an 
administrative agency for the National Health Program but has 
stressed its opinion that such be developed within State agencies 
and State medical bodies. The Wagner Bill specifies three admin­
istrative agencies: the Children's Bureau, the United States Public 
Health Service, and the Social Security Board, with final full authority 
resting in each. The advisory councils mentioned in the bill are vague 
as to their membership, their duties and their responsibilities. Grant­
ing the occurrence in a rural or isolated community of diseases, 
which from their classification would come under each and all three 
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of these proposed agencies, satisfactory and competent adminis­
tration would seem extremely difficult if not impossible. Such a 
contingency but enhances the contention of the American Medical 
Association for a Minister of Health, a unified agency for the corre­
lation of all health activities. The bill does not provide for means 
of determining the local need for the various services it proposes to 
furnish, a matter of importance repeatedly emphasized by the House 
of Delegates. No stipulation is made as to the utilization and improve­
ment of existing hospitals in the face of the fact that the hospitals 
of this country constantly show a 30 per cent bed vacancy. 
These are some of the points that demand our consideration and 
study in aiding in the development of a health program for the 
Nation, an intent to which we are by knowledge, experience, and 
conviction committed, its fundamental objectives being an expansion 
of public health, maternal and child welfare services, approved care 
to the indigent and medically indigent and an extension of hospital 
and diagnostic facilities. 
THE NEW DEAL AND THE SOCIALIZATION 
OF MEDICINE 
By 
W. B. RUSS, M.D. 
San Antonio, Texas 
(From Tezaa State Journal of Medicine, December, 1988, Vol. XXXIV, pp. 558-563.) 
The do-good dictatorship in Washington insists that it is the duty 
of the Federal Government, with or without the cooperation of the 
medical profession, to provide a new and better system for the dis­
tribution of medical care to the poor. 
On July 18-20, 1938, a conference called by the Interdepartmental 
Committee to Coordinate Health and Welfare Activities of the Gov­
ernment (organized under the Federal Security Act) met in Wash­
ington. Miss Josephine Roche, representing the President, presided. 
One hundred and seventy-one delegates participated. A few repre­
sentatives of organized medicine were present, and very much out of 
place. It seemed to be the consensus of opinion that the medical 
profession cannot be trusted to direct or control any plan having to 
do with the distribution of medical care. 
The C. I. 0. delegates dominated the discussion and were bitter 
in their denunciation of the doctors. Dr. F . C. Landrum, Director, 
Medical Research Institute, United Automobile Workers (a C. I. 0. 
organization) said "The American Medical Association is essentially 
a labor union of physicians built on craft lines for the purpose of 
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protecting the economic interests of its members. It must be thought 
of as representing the few hundred doctors who have become wealthy 
in the practice of medicine." Eve Stone, Director of the Woman's 
Auxiliary of the United Automobile Workers (C. I. 0.) said, "Drastic 
change must come! The exclusive few in the medical profession who 
still attempt to hold back the wheels of progress and resist the social­
ization of medicine will have to see that their continued opposition 
will not for long retard this development." 
Dr. Lewis T. Wright, representing the Association for the Ad­
vancement of Colored People, had the following to say: "Any re­
form should not be left in the hands of the Medical Profession 
(organized medicine) if the best interests of all American citizens 
of the lower income brackets are to be served." The Editor of The 
Nation observed that, "Owing to the obstructive and reactionary 
attitude of the American Medical Association, it seems unlikely that 
we shall ever be able to have successful plans for providing medical 
care in low and fixed fees." 
There were many speeches made by professional up-lifters, deplor­
ing the fact that, partly due to greed and cruel neglect on the part 
o.f the doctors, there are forty million people in the United States 
unable to get medical care when they are sick. These speeches were 
all applauded with hysterical enthusiasm. The star of the occasion 
was Dr. Hugh Cabot, whose principal claim to fame rests in a dis­
tinguished family name and the fact that he is from Boston. He 
ridiculed his own profession, denounced its leadership, and character­
ized the practice of medicine in many parts of the country (meaning, 
of course, the South and the West) as medieval. 
The doctors were condemned as selfish, callous to the sufferings 
of the sick, arbitrary, and ignorant. 
The definition of "proper medical care" was left to the judgment 
of the theorists, who know nothing of the problem involved in treat­
ing the sick. 
The absurd statement (based upon no reliable statistics whatever) 
that over one-third of the people in this country are denied adequate 
medical care was not even challenged by any except representatives 
of organized medicine. 
None of the schemes suggested made any clear line distinction be· 
tween the prevention of disease under the police power of the state 
on the one hand, and on the other, the treatment of the sick, which 
is a very different problem, and certainly one that the government 
cannot solve. 
The Washington Health Conference, like all New Deal activities, 
proposes to treat symptoms without taking the trouble to determine 
the cause of the symptoms. This is heresy to the medical profession. 
Doctors do not approve of treating symptoms without any reference 
to cause. Only miracle workers and quacks are guilty of that. 
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Blessed by the President, dominated by the C. I. O. and all the 
Reds, pinks, and yellows, this so-called conference resolved itself 
into a grand rally in which the self-righteous fanatics proclaimed on 
behalf of themselves and the New Deal an absolute monopoly of all 
the human virtues, including honesty, justice, fairness, kindness, and 
sympathy for the poor. These emotionally drunk radicals, represent­
ing the most dangerous communistic elements in society, had the 
effrontery to directly attack one of the two groups that have fur­
nished the model for all social service organizations since the begin­
ning of history. They completely ignored the fact that the medical 
profession and the church, through the hospitals, always have devoted 
themselves in body and soul to merciful administration to those who 
suffer from pain. They seem to have forgotten that long before 
even the horse and buggy days the fathers of medicine expressed 
the very essence of medical ethics when they denounced the thirst 
for gain and the desire for fame as the enemies of pity and the 
ministers of hate, prayed God to preserve their strength that they 
might be able to restore the strength of the rich and the poor, the 
good and the bad, the friend and the foe, and admonished the phy­
sicians of their time and of all time to see in the sufferer the man 
alone. 
They seem convinced that the doctors and the church do not know 
and do not care that a large part of this nation is living in utter 
misery and semi-starvation. With the savage ingorance character­
istic of scared poltroons, they demand that the care of the sick 
in body and in soul be taken from the medical profession and the 
church, and intrusted to the star-gazers, miracle workers, and utopia 
planners of the New Deal. 
Everyone knows of the poverty, ignorance, semi-starvation, and 
the scarcity of everything. Everyone knows that along with this 
poverty and misery there has been a complete moral and spiritual 
break-down, and everyone should know that when men are reduced 
to the level of the savage, unreasoning brute, mere creature com­
forts or even efforts to prolong their lives will not save their souls. 
Their only chance for salvation is in the development of character, 
courage, and strength to meet the problems of an unkind environ­
ment. The frightened, insecure, and unhappy victims of poverty, 
ignorance, and disease should not be encouraged to destroy their 
neighbors, and above all, they should not be organized to destroy 
all the spiritual values which have made America. 
Whatever schemes for relief are devised, whatever social planning 
is done, men of intelligence, experience and courage, who have demon­
strated their fitness for leadership by successfully meeting their own 
problems, should be given the job. Fanatics and impractical people 
who have never done anything but make plans and indulge in day­
dreaming, are not qualified for service at such a time. Above all, 
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when the poor demoralized and ignorant man, woman, or child is 
faced with mystery and death, the family physician, counsellor, 
guide, friend, and neighbor must not be displaced or have a halter 
placed about his neck subject to the control of a New Deal bureaucrat 
or his meddlesome and troublemaking hirelings. No Washington 
bureaucrat can render service by interfering with the relationship 
between doctor and patient in the dark hours when the awful fear 
of death makes of the patient an unreasoning, frightened child. 
If the government is to distribute the taxpayer's money or to 
give any other aid to the sick poor, the distribution of that aid must 
be made under the control of the only social service organization that 
has stood the test of tim~the medical profession. 
The plan submitted to the conference provided for (1) expansion 
of public health service; (2) expansion of the hospital facilities and 
establishment of 500 or more health and diagnostic centers; (3) care 
of indigents; (4) Federal aid to states in the development of pro­
grams for self-supporting persons burdened by unexpected illness; 
(5) insurance against wage loss during sickness The total cost of 
all the five proposals was estimated to be $2,600,000,000 per year. 
Everyone knows that the distribution of adequate medical care, 
particularly to self-supporting people of low income, presents a 
great problem that concerns both the doctor and the patient, but its 
solution certainly does not concern the impractical theorists who 
sought to control the health conference at Washington. Their efforts 
are far from helpful. 
Everyone faced with the terrifying experience of illness and pos­
sible death, demands the very best medical care. If best medical 
care includes specialists, trained nurses and modern hospitals, then 
nothing less will be accepted as adequate medical care. The division 
of the practice of medicine into specialties that provide treatment as 
well as diagnosis, the high cost of technicians, trained nurses, hos­
pitals, and other benefits of modern science, are responsible for the 
prohibitive cost of medical care. 
The contributions of modern science are responsible for the elim­
ination of the traditional family physician or general practitioner, 
and for creating a false conception of what constitutes adequate 
medical care in the public mind. The idea that the function of the 
doctor and nurse is to assist the patient in making a fight against 
the disease, has been replaced by the modern notion that the battle 
is between the doctor and the disease, with the patient's part in the 
fight left out of the picture. In other words, the modern doctor is 
supposed to be able to cure disease instead of helping the patient 
to cure himself. This is in line with the philosophy of the New 
Deal, but violates common sense and experience of the human race. 
The replacement of the family physician and the neighborhood 
nurse by the modern specialist and the trained hospital nurse, aside 
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from the cost involved has not been an unmixed blessing. For 
example in the matter of obstetrical practice, a few years ago the 
general practitioner, together with members of the family, provided 
adequate service to the pregnant woman, including prenatal care and 
care of the baby. The present-day obstetrical patient regards her 
gestation as a horrible and dangerous experience to be followed by 
c;:ertain mutilation and probable death at the end of nine months. 
Like any other frightened animal, she loses her ability to help her­
self and, of course, always loses her milk. The fault is not with the 
modern science of obstetrics, but is due to loss of faith in the family 
physician and in the art of medicine. 
Many of the modern diseases like peptic ulcer and hypertensive 
heart disease are at least partly due to nervous tensions made worse 
by present-day methods of diagnosis and treatment. 
No one thinks that we can turn back the hand of ti.me and restore 
the horse and buggy doctor. Everyone knows that in the diagnosis 
of disease and the treatment of the patient, contributions of science 
must be employed. Everyone, however, seems to forget that if the 
patient must make the fight against the disease, the physician, not 
the patient or family or friend, must suggest and direct the treat­
ment. The family physician, not the scientist who specializes in 
diagnosis and consultations, should have the care of the case. 
The government can reduce the cost of sickness and assure better 
services by providing free diagnostic centers in which are employed 
full-time, salaried specialists in all branches of medicine for diag­
nosis and consultations, but without the privilege of treating the sick. 
Hospital care, also, could be provided by the government when 
needed. 
The American Medical Association recognizes and has always sup­
ported, public health administration to protect the people from pre­
ventable diseases. This service should be extended and all good 
citizens should cooperate with the government in the matter. In the 
treatment of the sick, however, the problem of the doctor is not 
confined to dealing with the disease that has the patient. He must 
also consider the patient that has the disease. Galen, one of the 
fathers of medicine, well said that no man who confines himself to 
the study of disease in the several parts of the body will ever be a 
good physician. The good physician must study the body as a whole 
with relation to its environment. Doctors do not cure disease. They 
merely help the patient to make the fight against disease. 
We are told by the planners that the slum people and the "Tobacco 
Road" share-croppers, are spreading disease because they are poorly 
housed, poorly fed, and poorly clothed. Housing, food, and clothing 
n1ay contribute to, but are not primarily responsible for, either the 
spreading of disease or any material increase in illness among the 
unfortunate. The trouble is ignorance, and lack of common sense. 
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It is the ignorance of the "forgotten man" himself, not his housing 
and food that breeds disease, and, incidentally, causes the forgotten 
man to breed a progeny far too numerous for his own or his country's 
good. 
There are many poor people including Swedes, Norwegians, Danes, 
Germans, Czechs, English, Scotch, and Irish, in this country who do 
not spread disease. They are busily occupied with getting themselves 
out of the slums and out of the share-cropper class. They have sense 
enough to keep their bodies clean and not to eat filth. They have 
pride enough to want to improve their condition, and have courage 
and strength enough to make the fight. On the other hand, the 
dregs of foreign countries and the derelicts of this country, are in 
their present condition not because Henry Ford and his kind are 
successful, but because they lack the character and courage to dig 
themselves out of their sad plight. 
Out of the slums and the desolate rural areas will come many 
of the great men and women of the future, but they will come on 
their own power and not by the aid of the government--not by the 
redistribution of wealth, nor by changing the nature of or extending 
medical care. Their rise from poverty and misery will come through 
disciplined character, the overcoming of infantile habit patterns, 
from the primal urge in man to strive to struggle, to face danger 
bravely, to create-to be .something rather than to get something. 
After the Civil War, in the swamps of Louisiana, where I was born, 
some of the finest stock in America lived in shacks unfit to be called 
houses. They had the poorest and scantiest of food, and no clothing 
except what they could make themselves. They often had no medical 
care. Prenatal care, obsterics, and pediatrics, were usually left to 
some faithful colored woman, under the direction of Dr. Cabot's 
medieval country doctor, and yet the records show that neither the 
mothers nor the babies suffered from the high mortality and morbid­
ity rates claimed for the share-croppers and slum-dwellers of today. 
The best and most intelligent survived. The shiftless and the ig­
norant perished then as they do now. 
Thomas Mann points out that the nineteenth century generosity 
and sentimental kindness for the unfortunate have softened our 
character and is responsible for our present state of helplessness. 
Yet the emotionally drunk rabble-rousing, New Deal commissars, in 
utter disregard of the experience of the human race, are seeking 
salvation for the underprivileged by stressing their alleged rights, 
privileges, and prerogatives, instead of educating them concerning 
their duties, responsibilities, and obligations, by attention to which 
alone men can live in a world ruled by natural laws. Our New 
Deal leaders are teaching Americans to hold in contempt the things 
that have built what civilization we have. 
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Everywhere we hear that the underprivileged biologically unfit 
:must be given social security and social justice, yet every man capable 
of thinking at all knows that the only social security possible is that 
due to character, courage, and the strength and power to live in the 
world as it is. Everyone must know that in the human animal, as in 
every other living thing, security depends entirely upon his ability 
to adjust himself to his environment. All that can be done for him 
through government is by the police protection that allows him an 
opportunity to compete on an equal basis with other living things. 
The law of change is always associated with a destruction of count­
less billions of living forms. The law of change, like gravity, is 
beyond the control of any government, however benign its purpose. 
An individual's social security depends upon his character and his 
ability to live in a hard world. 
Social justice is exactly what the biologically unfit do not want. 
Social justice merely provides opportunities, not charity. Opportu­
nity will not help a living thing which is unable to compete in a 
struggle in which nature has designed that very few, and only the 
best can survive. 
New Dealers seem to overlook the fact that human beings, like all 
living things, are under death sentence, the duration of the reprieve 
being conditioned upon the individual's behavior and upon circum­
stances beyond the control of science. There seems to be no place 
in nature for useless things, and nature alone seems to be able to 
separate the fit from the unfit. No man, not even the President, can 
say who is fit to survive and who is not. The test of time and 
circumstance alone can determine that. The useful man seems to be 
willing and even anxious to die when he is convinced that his useful­
ness is ended. When the strong and the brave man can no longer 
serve, life loses its charm. When the shadows of evening come, he 
is content to lie down like a tired child after a hard day's play. He 
welcomes with dignity and even a sense of relief, the dreamless sleep 
provided for all of God's great servants. On the other hand, the 
useless man, afraid of life and more afraid of death, seems to want 
tu live always. 
Man is supposed to have the advantage of intelligence, memory, 
and a social heritage, and therefore ought to profit by the experience 
of the race. The monkey, unable to profit by lessons of history, is 
a great social planner. Like the New Dealer, he plans often and 
always without regard to the experience and lessons of history. He 
plans a new world every morning. Unlike the New Dealer, however, 
the monkey does not organize the mob and get himself elected to 
office, for which we should be thankful. 
The unfit, the unfortunate, the weaklings, do not want justice; they 
do not want opportunity. They want charity. They have no sense 
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of responsibility and duty; they have only rights and privileges­
the right to live in a world too bard for them, and the privilege of 
living at the expense of their fellows, who, having a hard enough 
time on their own account, sometimes rebel, and become known to 
up-lifters as the selfish few. 
I have no sympathy for the self-pitying men and women who have 
turned their thinking against themselves under the guise of being 
kind. These fanatics want an easy world and easy tasks. They do 
not want to be strong men. They want tasks equal to their powers. 
not powers equal to their tasks. 
They are like the religious fanatics to whom heaven is a haven 
for the weak and the foolish. They are good, but only a New 
Dealer would know what they are good for. They are so certain that 
they are right that they will plan and execute any wrong thing on 
the theory that good in the end will come of their planning. They 
are so anxious to get to heaven that they will do anything, no matter 
how low down it is, to get there. They pity themselves and their 
kind, but they have a contempt for the hand that has been feeding 
them and keeping them alive. They despise the way of life that built 
America. The leaders of the New Deal, the rabble-rousers, who with 
joy plunder their .more fortunate neighbors are the quacks, the 
miracle workers, the makers of false promises. The leadership of 
the mob is like the leadership of any other stampede. The leaders 
of a stampede secure their leadership because they have the longest 
legs, the loudest voices, and are the most frightened of the herd. 
Our emotionally upset New Dealers get so confused that they 
think they are profound. They measure their depth by their dark­
ness. They lack the foresight to see that when they have destroyed 
al! the wealth-producing power in the country and have crushed the 
spirit that made America, they will in turn destroy themselves and 
the pitiful mob they are leading to destruction. 
The intelligent leaders of organized labor surely have sympathy 
for and understanding of the problems of the poor, and yet the 
American Federation of Labor is already protesting against the New 
Deal plan of extending WPA aid only to those who can qualify as 
paupers. The jobless man who has been struggling and starving 
himself to save a pitiful equity in a life insurance policy or in a 
small home, or who in any other way demonstrates that he is willing 
to suffer and sacrifice rather than to accept charity, is discriminated 
against by the relief agencies which are reserved only for paupers 
in good standing-which means willing paupers. 
I am reminded of the Washington farm security expert who argued 
with the German farmer that since God had been so good in helping 
him to develop a fine farm and to keep out of debt, he should be 
thankful and help his neighbor. The farmer's reply that the expert 
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should have seen that farm when God had it by himself, will forever 
disqualify him for a federal job. 
Liberty, opportunity, freedom from interference is all that any man 
can or should ask of any government. If this is provided and the 
man still lacks the intelligence, the courage, and the character to 
take advantage of his opportunity and his liberty and freedom from 
interference, then no government can do anything to help him. 
The problems of the machine age are great problems, and so were 
the problems faced by the colonists in conquering the wilderness. 
Adequate housing, food, clothing, and medical care, are problems, but 
our forefathers in the horse and buggy days had equal problems. 
They developed the disciplined character and the courage to get 
themselves out of their troubles without the advice or aid of govern­
ment employees who are strong on theory and wasting the taxpayer's 
money, but short on ability to make a living for themselves. The 
"forgotten man" is a man who has forgotten himself, and who 
regards strong and successful men as cruel killers and economic 
royalists. He compares them to predatory animals. It is not the 
predatory animal, however, like the lion and tiger, that man has to 
fear, but the parasites, like lice, ticks, and fleas, that live on the 
predatory animals that are the destroyers. So it is with man. 
Society does not have to fear the strong and the brave. It is the 
biologically unfit, the spawn of dregs of foreign countries dumped 
on our shores, and the derelicts of our own country, that destroy 
society. 
For six years, in all the fireside chats, I have never heard the 
President say one word about the duties, obligations, and responsi­
bilities of the forgotten man, not one word to indicate that the 
spiritual and moral pauper's plight might be due to something be­
sides the competition of men who have taken the lead in making 
America rich and prosperous. I have never heard him suggest any­
thing definite except that New Dealers who can be trusted to change 
their minds whenever he changes his, and submit to his dictation at 
all times, must be kept in control of Congress and the courts, on the 
theory that he and his unofficial advisers alone constitute the gov­
ernment; and to denounce as traitors all who still insist that under 
the Constitution Congress and the Supreme Court are coordinate 
branches of the government, with the authority and the duty to func­
tion as checks upon his power. Of course, only "princes of privi­
lege" and the "selfish few" still believe in the Bill of Rights. 
The New Deal planners, like all quacks and miracle workers, 
offer a materialistic approach to the problem of living, a philosophy 
that destroys character and reduces man to the level of the lower 
animals. Housing, food, and shelter, may meet the needs of the pig 
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and the cow, or even primitive man, but a man fit to live in a 
civilized world needs more than mere creature comforts. 
In this dark hour we need to find and treasure the things that 
have made America a great nation. It was not housing and food 
that made America strong. It was, instead, disciplined character, 
courage, ambition, the willingness to forget self, to sacr,fice, to 
suffer, and even to die rather than to surrender self-respect and 
become moral and spiritual paupers. 
The commissars in our benevolent dictatorship who place creature 
comforts above character and self-respect, should know that most 
of the men the world remembers and delights to honor, those to 
whom the monuments are built, whose names are enshrined in the 
pages of history, began life as forgotten men, without adequate 
housing, food, clothing, or medical care, and that not one of them 
was helped by social planners. 
If Columbus had consulted the social security planners of that 
day, he would not have crossed the ocean. If Lindbergh, Byrd, 
Hughes, and Corrigan, had given thought to security, or had placed 
regard for their lives and comfort above everything else in life, 
Europe and America would have been denied much inspiration. 
The men who made America had the courage to face danger. 
They were not afraid of life. They did not stand trembling in the 
presence of mystery and death. In them was a spirit of heroism, 
of adventure, the primal urge and drive that makes men climb the 
heights and plumb the depths-the urge to create, to achieve. 
Housing, food, clothing, and medical care, as means to salvation 
never have and never will suffice. Indeed, it does not profit a man 
if he gains the whole world and yet loses his own soul. To adopt 
the philosophy of the New Deal is to lose one's soul. 
THE CASE AGAINST STATE MEDICINE 
WINGATE M. JOHNSON 
(From Fortttn, Vol. XC, Nov., 1933, pp. 304-308. ) 
The majority report of the Committee on the Costs of Medical 
Care, recently submitted after five years of preparation, was, in 
military language, a "dud." It is true that a few lay publications 
and a very few medical journals displayed a mild enthusiasm, but 
for the most part they either condemned or, worse still, ignored. 
There are a number of reasons for this lukewarm reception, although 
the report had been backed to the tune of a million dollars by 
eight "foundations," each financed by one or more "big business 
men." Their idea was to apply to the practice of medicine the 
methods of mass production which were once apparently elsewhere 
so successful; but by the time the committee had spent its money 
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and issued its report, the big business man and his mass-production 
methods were alike so thoroughly discredited that no amount of 
ballyhoo could pump up any enthusiasm for their application to 
the ancient and honorable profession of medicine. 
One recommendation of the majority of the committee was that 
medicine be organized in smaller towns around hospitals as nuclei, 
supervised by superorganizations in the larger cities; but the chain­
store idea did not appeal to a public holding numerous shares 
of Montgomery-Ward, Sears-Roebuck, and A. and P. stocks that were 
daily declining in value. And the recommendation "that the costs 
of medical care be placed on a group-payment basis, through the 
use of insurance, through the use of taxation, or through the use 
of both of these methods" did not appeal to a public already stag­
gering under a load of taxes too heavy to bear. And when it later 
developed that some of the same "philanthropists" so interested in 
shifting the responsibility for the health of their employees to a 
paternal Government, rather than pay them decent wages, had 
themselves adroitly side-stepped their own taxes for a number of 
years, John Smith was still harder to interest in adding to the 
burden on his own back. 
Perhaps the chief result of the committee's report has been to focus 
attention more sharply than ever upon State medicine, which was 
virtually recommended by it. One member refused to sign the report 
because it did not specifically recommend State medicine to begin 
with; and in a recent Forum he presented a very clear and forceful 
argument for the faith that is in him. Theoretically, much may be 
said for it. Everybody would have the privilege of consulting, 
without thought of the cost, the physician of his choice. On the other 
hand, every doctor would be assured of a fixed income. All the 
financial burden would be distributed in taxes and paid according to 
the ability of the taxpayers. (Recent investigations might amend 
this last sentence to read "according to their skill in evading 
taxes.") 
II 
Now let us consider the arguments against State medicine. First, 
while its advocates draw a picture of the medical plight of the 
people that would draw iron tears down Pluto's cheek, the people 
themselves are not in such a bad way. Statistics are boring, but 
when the death rate in our own State has fallen from 12 per 1,000 in 
1923 to 9.6 in 1932 and when the average life has been lengthened 
about 15 years within this century, it is hard to see how the people 
are so sadly neglected. It is quite true that this life-lengthening is 
in the early years rather than the latter; but it is also true that the 
strenuous pace which our big business men set for themselves and 
their employees has much to do with the degenerative diseases that 
beset the elderly among us. If such men would learn to content 
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themselves with less profits and would pay their workers livin~ wages, 
both parties to the contract would benefit physically as well as 
spiritually. Pressing the point still further home, the committee's 
report laid great stress upon the fact that the income of the average 
family was too low to enable it to have adequate medical care; but 
instead of recommending a concerted effort to have wage scales 
raised, advised that the burden be shifted to the backs of the 
taxpayers. 
Furthermore, I question the accuracy of some of the premises from 
which the committee drew its conclusions. One study included a 
survey made by the Metropolitan Insurance Company with the obvious 
intention of making the cost of medical care for the average family 
appear as large as possible. In their study the first six months of 
1929 were used, and the families under survey reported to the 
visiting nurse the amount of their medical expenses. The figures 
thus obtained were multiplied by two and used as an annual average. 
As a matter of fact, however, the Metropolitan's own statistics show 
that this period included the highest influenza incidence for the 
whole five years. The resulting figures were obtained by an enter­
prising reporter for our daily paper, who applied them to our own 
county, stating under glaring headlines that the average income of 
the Forsyth County physician was considerably more than $12,000; 
whereas it is doubtful if a single physician in the county could boast 
that much. My secretary estimated that if the figures of the com­
mittee held good, basing my income on the number of families on 
the active list and allowing a goodly share for the specialists, I was 
getting only a third of the amount due me. 
But let us consider the individual ease of the middle-class man or 
woman who is confronted with an emergency operation or illness 
and who has not the funds on hand with which to pay for it. No 
article advocating State medicine is complete without this case-report, 
in which the doctor is usually pictured as a sort of Shylock demand­
ing his pound of financial flesh. Well, I know that if John Smith 
will tell his doctor frankly his circumstances and ask to be allowed 
to pay his bill in small installments, the doctor will gladly wait 
upon him. And I know, furthermore, that if John Smith has been 
depending for years upon one family doctor, who knows he pays 
according to his ability, that this doctor will not let him suffer for 
want of medical attention because of financial straits. Usually, too, 
the family doctor is apt to have influence enough with a surgeon or 
specialist to negotiate, if needed, an operation which can be paid for 
as convenient. 
My firm belief is that the average doctor will be far more lenient 
in dealing with John Smith than will the tax collector. 
State medicine would add so enormously to our tax burden that 
the groanings heard during the past few years would fade into 
insignificance beside the roars that would result from this added 
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load. And does anyone think for a moment that with such a tre­
mendous new source of revenue our politicians would keep their 
hands in their pockets? Not unless human nature changed over­
night--and a rereading of the section on Democracy in Plato's 
Republic will convince the most skeptical that the political leopard 
has not changed his spots, in twenty-four centuries at least. 
Our educational system is frequently cited as a parallel case. 
Granting for the sake of argument that it is-how many Forum 
readers will concede its success? Certainly the article by Mr. James 
Metzenbaum in the June Forum on the school situation in Cleveland 
is not calculated to inspire confidence in the integrity of those who 
disburse the funds paid by taxpayers for education; and nobody 
believes that Cleveland is an isolated example. Those who want the 
taxpayers to assume the medical burden of the country should take 
warning from the rapidly mounting costs of our secondary school 
system. In 1880 the cost to the taxpayers was $5 per capita; in 
1914, $21.34; now the annual cost is close to $100. Whether or not 
this is ever paid remains to be seen; but that we are failing to get 
our money's worth is certainly not to be debated. No less an author­
ity than Ellery Sedgwick declares that "American education is a 
thing of trappings and appurtenances. Our schools are palaces and 
our colleges places to wonder at. But the teacher is not a leader, 
and the preeminence of the learned man is not unquestioned." 
Certainly the physician who values his self-respect would hate to 
undergo the humiliation the average teacher must feel in cringing 
before her principal, or the principal before the superintendent, or 
the superintendent before the august body of politicians known as 
the 8chool board. Yet if the physician's living depended upon pleas­
ing a political superior, what else could be expected? 
Ill 
State medicine has already been tried in Europe. As is the case 
in most debatable questions, one may get opinions pro or con, accord­
ing to the personal bias of the investigator or of the informer. This 
may account for the fact that most of the reports that have come 
to my ears and eyes have been unfavorable; but the fact that most 
of my information has been gleaned from medical journals which, in 
turn, have had their reports directly from doctors or from disinter­
ested citizens, rather than from politicians and specialists in other 
people's business, should give it weight. A typical expression from a 
private physician is from Dr. Edwin Liek, of Danzig: "Social insur­
ance is today organized to fill the feed trough of bureaucratic 
drones." Dr. Edward Ochsner, after a careful first-hand study of 
the situation, says, "Germany has had social insurance the longest 
and has for a considerable time been on the verge of bankruptcy. 
While other facts are operative, we believe that the billion dollars 
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which social insurance costs the nation every year is one of the 
chief reasons." 
Evidently the committee recognizes that the European experiments 
in the socialization of medicine has not been satisfactory, for it pro­
poses to improve the situation by substituting group practice for 
individual doctors: "Many of the difficulties experienced ... under 
European systems will be avoided, the committee believes, if service 
is obtained from well-organized groups." Yet a survey just com­
pleted by the American Medical Association indicates that group 
practice is meeting with much opposition, both within and without 
its own membership, and that its popularity is declining. 
It is, of course, wandering from our text to discuss group medicine, 
except for the committee's statement that if it be substituted as the 
medical unit, rather than the individual practitioner, it would do 
away with the objections to the European systems and make state 
medicine work in America. As I have said in a previous article, 
those who would substitute group practice for the individual doctor 
base their contention upon two great fallacies: first, that the average 
patient needs an exhaustive examination to find out what is the 
matter with him; secondly, that modern medical science can solve all 
disease problems. The first fallacy is exploded by the generally 
admitted fact that a competent general practitioner is capable of 
caring for from eighty to ninety per cent of the patients who consult 
doctors. The second fallacy is demonstrated almost daily in all our 
great clinics. Any doctor in the country can supply case histories in 
abundance. 
The group practice trend of the committee is understood when it 
is known that Mr. Edward A. Filene of Boston was largely respon­
sible for its organization. Mr. Filene's ideas had already been set 
forth in a previous magazine article by Mr. Evans Clark, the director 
of his twentieth century fund. This article suggested that "possibly 
the most fruitful arrangement would be a group composed of two­
thirds of doctors and one-third of experienced executives, with per­
haps an economist or two thrown in." As a plain, blunt medical man, 
I cannot help wondering who would get the most fruit from such an 
arrangemen~the doctors or the "experienced executives." Evi­
dently doctors must be considered on a low plane mentally if it takes 
one business man to manage the affairs of two doctors-not to mention 
"an economist or two" thrown in! And yet we are supposed to 
believe that such an arrangement would enable medical service to be 
dispensed more cheaply! Of course the number of "experienced 
executives" and "economists" available is much larger now than a 
few years ago-but what recommendations could they furnish? 
An inescapable conclusion is that the majority of those who advo­
cate state medicine, like the majority of the committee, do not regard 
the members of the medical profession as having sense enough to 
manage their own affairs. I am reminded of a doctor friend who, 
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just out from an attack of influenza, was twitted by a banker for 
not knowing how to keep himself well. His patience already worn 
threadbare by frequent repetitions of this hoary joke, he replied: 
"If we doctors had made as big a mess of our job as you bankers 
have, I wouldn't have the nerve to criticize anybody else." Consid­
ering the mess the big business men, some of whom are sponsoring 
the work of the committee, have allowed their own affairs to get into, 
it does seem in order for them to sweep up their own premises before 
giving their advice unasked to the profession that has suffered 
most grievously from the poor judgment of these same "experi­
enced executives." Why should they be allowed to apply to 
the practice of medicine in America the same principles that have 
well nigh wrecked the medical structure of oth€r countries? As a 
brilliant medical editor said more than three years ago: "Ninety­
five per cent of our population are better satisfied in their relations 
with their doctors than they are in their relations with their land­
lords, their grocers, their clothiers, their preachers, or the teachers 
of their children." 
IV 
After all, the question of state medicine is bound up with the 
socialization of the state generally. With so many other pressing 
public needs, why should the medical profession be singled out for 
attack? Does not the public need fuel and clothing and food? And 
are not the costs of these subject to great fluctuations, just as is the 
cost of its medical care? Why not, then, let us join Russia in her 
"noble experiment" of communism, and be done with it? There a 
doctor gets twelve dollars a month for working six hours a day: 
some of them double and work twelve hours a day for $24 a month. 
Already our people have been spoon-fed by the hand of the govern­
ment until they have lost much of their independence. A long step 
toward the complete loss of self-respect and manhood would be taken 
if they were still further pauperized by having free medical service 
forced upon them. 
It is almost impossible to overestimate the effect state medicine 
would have upon the doctor himself. It is recog11ized and admitted 
that some of the most brilliant discoveries and greatest medical 
triumphs have been achieved by medical men working for salaries in 
government laboratories or such semi-public institutions as the Rocke­
feller Institute. It is true, however, that the research worker is 
altogether different from the practitioner. The researcher does better 
work for having his living provided for him, leaving him a free 
mind to apply to his laboratory. The practitioner, on the other hand, 
is an individualist by nature and by training. He learns to rely on 
himself, and is cramped if forced to take orders from higher author­
ity. It is true that the stress of competition in private practice may 
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develop heart-burning jealously between its .members; but it has 
also brought forth their best efforts. And a much higher incentive 
than that of competition is the trust imposed in him by his families. 
To merit their confidence, the right sort of doctor will make almost 
any sacrifice. 
Under state medicine, inevitably the old relation between doctor 
and patient would be destroyed. There could not be the same interest 
taken in his patients by a doctor working for the state as by one in 
private practice. In no other profession does the personal equation 
count for more than in medicine; and nothing would destroy this 
more quickly than state medicine, particularly if practiced by groups. 
SOCIALIZED MEDICINE IS IMPRACTICAL 
By 
WILLIAM ALLEN PUSEY, M.D. 
(From J&Unial of American Medical Insurance.) 
Medicine is, in fact, particularly exposed to the dangers of social­
ization, because the projects of socialism that contain the first 
acceptance are those that have to do with health and physical welfare. 
There is an evident tendency now to appropriate medicine in the 
social movement; to make the treatment of the sick a function of 
society as a whole; to take it away from the individual's responsibili­
ties and to transfer it to the state; to turn it over to organized 
movements. If this movement should prevail to its logical limits, 
medicine would cease to be a liberal profession and would degenerate 
into a guild of dependent employees .... 
In the next place, the machinery for all these socialistic and 
paternalistic enterprises will in time become so large and unwieldly 
that it will be impractical and fall to pieces. When, in addition to 
the ordinary machinery of government, we add the new machinery 
for running the mines and the railroads and the telegraph and the 
telephone and the wireless, for the regulation of capital and industry, 
for the stabilizatio11 of industry, for employment insurance and health 
insurance, for old age pensions, for socialized recreations and social­
ized neighborliness, for socialized health education and programs­
when on top of these you pile the organizations for keeping the people 
from using opium and cocain and alcohol and doing other things 
that are not good for them, for enforcing all sorts of laws that 
prohibit some of the population from doing things that another part 
thinks are wicked, for socialized nursing and medical care, for taking 
over obstetrics, child welfare and venereal diseases, for the care of 
the injured, crippled and defective-when these activities, nearly all 
of them temporarily good in themselves, have developed to a certain 
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point, the burden will become too great. The men taken from pro­
ductive occupation and private enterprise that will be required to 
man them will be such a large proportion of the population that, 
sooner or later, the social fabric will give way. There will not be 
enough of the population left for production to take care of the 
administrators; and a reaction, if not a crash, will come. 
In the next place, and most hopeful of all, society is usually saved 
from its own carelessness except when a cataclysm occurs-by the 
persistence of a minority element which, through character, intelli­
gence and force, is able ultimately to exercise a controlling hand in 
the direction of affairs. If civilization is to be saved from the effects 
of a socialized mediocrity, it will be by the presence in the community 
of this influential minority..•. 
We hear so much n·ow about preventive medicine, about medicine's 
new social responsibilities, that this old responsibility is failing to 
stand out in proper proportions. Prevention is an important func­
tion of medicine, and will doubtless become more so; but it is alto­
gether likely that it will never be its chief function. Carry our dis­
coveries to the utmost limit, man is still a machine that will get out 
of order, will be injured and will ultimately wear out. As long as 
that is true, there will be need for the personal physician to take 
care of the individual patient. For this service, thousands of physi­
cians will be needed where hundreds can be usefully employed in 
research and preventive medicine. These are the men on the firing 
line; the battle for the relief of suffering depends on them. And the 
efforts of society, as of this Association, should be dedicated to the 
welfare, and development in training and character, of these men, 
engaged in the workaday duties of caring for the sick, wherever they 
are scattered over the face of the earth. To foster the competence 
of these men is the greatest social responsibility of medicine. 
COMPENSATION BENEFITS FOR THE SICK 
By 
SAME. THOMPSON, M.D., 
Kerrville, Texas 
The economic situation, the plans and recommendations facing the 
medical profession of this country today, suggest that we proceed 
cautiously and only after mature deliberation. Both our statements 
and our actions should be well thought out. 
The writer has the firm conviction that the medical profession of 
this country has more interest in and sympathy for the indigent and 
the helpless sick than all the social workers and uplifters combined. 
Since its beginning, the medical profession, at its own expense, met 
and honestly tried to solve the problems and burdens of the indigent 
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sick. If those who are now loudly declaring their interest in and 
concern for the indigent sick were required to match what the doctors 
have given in the past, are now giving and will probably continue to 
give, their efforts would cease before the clarion voice of the crowing 
cock gives warning of the approaching dawn of another day. Our 
profession shares every humane impulse that urges better medical care 
of the indigent sick. 
The medical profession grants that in this and all other countries, 
we have the unfortunate indigent people who cannnot take adequate 
care of themselves-sick or well. We grant, with equal readiness, 
that when sick, they should have the soundest, safest medical care 
necessary to meet and solve--if possible-their problems brought 
about by illness and indigency. 
The complete indigent is one with no income and no resources. A 
relatively indigent is one who has an income, which if discreetly 
expended for food, shelter, and clothing does not leave enough for 
consistent medical care for himself and his dependents. The latter, 
economically, is a degree below those designated as the low income 
group. 
The completely indigent needs care and protection-sick or well­
regardless of what brought about his indigency. He is helpless. The 
fine and sane thing to do would be to help him help himself. But 
you cannot help some people. You cannot cure the cause of all 
indigencies. Most of them are permanent. We have always had 
them. Unfortunately, we are now producing them. Indigency is at 
present more or less dignified and has a premium placed on it. It 
has been stated that the poor we shall have with us always. But 
that was before the new day with its social uplifters and multi­
tudinous bureaucracies. 
The rampant sentiment in this country today is to do for people 
what they should voluntarily and pridefully do for themselves. And 
this is not limited to indigents. We are ignoring God's own law, that 
every man should be given talents according to his capacity to use 
and multiply them. 
But all of this does not solve the problem of compensation benefits 
for the indigents. The medical profession is ready now to take hold 
of an endeavor to meet this situation of properly and adequately 
serving the helpless sick. We will go along with any plan of medical 
service, which cannot reduce or destroy its efficiency. 
SOCIALIZED MEDICINE 
The most of this agitation over ways and means of caring for and 
bearing the burdens of the indigent sick has grown out of the report 
and recommendations of the National Health Conference. This report 
states that forty millions of our people are without adequate medical 
care when sick. This number is based on the committees' estimate 
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that forty millions of the people in the United States earn or rather 
work for around $800 a year. In the opinion of the committee it 
therefore follows that this number cannot supply themselves with 
adequate medical service when sick. 
It is our belief that this is a misleading and unreliable con­
clusion. We know the conclusion as to what each of the forty 
millions of people will do with $800 is wrong. Some of them will 
live well and save a little money. Some of them would not pay their 
honest debts if they received $3,000 per year. Because forty millions 
draw $800 a year, it does not follow that the entire number will be 
sick and suffer for lack of adequate medical service. Probably not 
more than five millions will be sick in any one year. 
We must not forget that the size of the man is of more importance 
than the size of the check. John D. Rockefeller began working for 
$4.50 a week and later gave away millions. Andrew Carnegie began 
working for $4.00 a week. Abraham Lincoln began working for 
$10 a month. When you give a small man a big check you create a 
larger problem than the ane we are attempting to solve. 
In discussing the economic situation in our country, we lose sight 
of the fact that you cannot standardize people. Lycurgus tried it 
during his reign and failed utterly. We talk about every man being 
entitled to the American standard of living, which would include 
safe medical service when sick. According to the laws of God and 
the previous laws of man, one is entitled only to what he deserves, 
what he earns. More than this must be charity. 
The National Health Conference recommended that the forty mil­
lions designated be hospitalized and medically served when sick. The 
amount of money suggested for the first year to take care of this 
situation was more than eight hundred millions ( $800,000,000). As 
the years go by this was to be multiplied many times. 
If this report represents the true state of affairs-which we very 
much doubt--the doctors of this country stand ready to join hands 
with any force now existing or to be created, that we may take care 
of the sick man who cannot help himself. 
We know people, who when well, have no trouble in living up to 
respectable standards. They pay their debts and earn enough to meet 
every obligation of good citizenship. When serious and long drawn 
out illnesses come, they cannot meet them and pay their way. The 
welfare of this class, under this condition, is just as vital as the 
protection of indigency. In serving this class we are preserving 
something worth while--self-reliance. 
The same way to treat crime is to deal with the cause of crime. 
Very little is accomplished by treating the criminal. It does not 
solve the problem and as a rule does not lessen crime. If a dog has 
fleas on him, we should not kill the dog to get rid of the fleas. 
The treatment for the indigent--when he is sick-will not solve 
the problem. I doubt if it will lessen indigency. It merely makes 
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indigency more pleasant and less distressing. If we could get at and 
intelligently deal with the cause of indigency, we might make some 
progress. We can never completely eliminate indigency. The best 
we can do is to reduce it. 
Another complication growing out of indigency is parasitism, which 
is worse than the original disease--indigency. Parasites-human 
parasites-which have been in the process of development in the last 
fifteen years more than ever before (it is now in the acute, pro­
gressive destructive stage), have given us more trouble and cost 
more money than our problem of indigency. 
Parasitism yields definitely to the right kind of management. The 
best remedy for it is an empty stomach and permanent ventilations 
in that part of the trousers on which we sit. These, if let alone, will 
drive the parasite from his preempted economic state. 
The efficiency of socialized medicine is no longer a conjecture. In 
several countries it has been in service since 1918-twenty years. We 
know what socialized medicine has done and what it has failed to do. 
Twenty years is long enough to furnish reliable comparisons. 
On July 18, 1938, the National Health Conference reported or 
rather charged, that medical health services are bad in four spheres, 
as follows: 
1. "Facilities for preventive medicine are wholly insufficient." 
The only informative way to consider this charge is to compare 
what has been accomplished in our country with what has been done 
in countries where socialized medicine is being practiced. 
In the ten-year period (1923 to 1933) diphtheria increased in Ger­
many and in England while in the United States it decreased 65 per 
cent. In England, during that same period, tuberculosis was de­
creased 28 per cent, while in our country where they claim medicine 
is lagging, tuberculosis was decreased 45 per cent. Germany and 
England are drifting along under socialized medicine. The Metro­
politan Life Insurance Statistical Bulletin of January, 1938, gives us 
proof of America's medical superiority. 
A. "New all time lows for all causes of death." 
B. "New increase in the average life span to a new world record." 
C. "Death-Rate decrease of 36 per cent since 1911." 
D. "Highest life expectancy in the world for the American child." 
When socialized medicine equals or beats this record, we shall be 
glad to talk to them about changing our system. 
2. "Hospitals are inadequate in many communities, especially in 
the rural districts; financial support is precarious." 
So far as I know, and I am fairly familiar with the hospital situa­
tion-having owned one for more than twenty years-there are 
enough vacant beds in hospitals to accommodate any who might need 
the use of them. Many hospitals have been driven to group insurance 
to avoid financial sutfering from vacant beds. This does not sound 
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like inadequacy. Empty beds have badly crippled or closed no small 
number of hospitals or the owners have wished they could close 
them without bankruptcy. 
With good roads and comfortable methods of transportation, access 
to hospitals is easy. 
3. "More than one-third of our population, more than forty mil­
lions, are without adequate medical attention." I do not believe it. 
am too much of a gentleman to accuse anybody of lying-but some­
body has surely man-handled the truth. 
Just where these forty millions reside, I cannot find out. I have 
been looking for them ever since this report was published. I know 
they are not in Texas. I have talked with doctors in other states 
and they will not own them. The A.M.A. has written to the mayors 
of most large cities and they refused to confess them. It seems that 
Miss Roesche is the only person in the United States, who has been 
able to find them. In my opinion, the percentage is small-about 
like Mr. Volstead's beer in prohibition days--one-half of one per cent. 
4. "More than one-third of the population suffers from economic 
burdens occasioned by illness." 
Somebody seems to think this is still 1932 and 1933-right in the 
middle of the depression; and there to stay. Brann used to say: 
"May God help the rich-the poor can beg." If it gets too hot we 
can still fall back on begging. 
Not long since I noticed that sixty-five billions six hundred and 
forty-eight millions of tax exempt securities were owned in this coun­
try. The people in this country have more money on time deposit 
than in all other countries combined. We have more radios than any 
other country. There is one automobile to every four (4) people. 
There are enough cars to let every man, woman and child ride at 
one time and not have more than four (4) to the car. We spend 
more money vacationing than all other countries combined-and still 
we complain~specially through the National Health Conference and 
the Roesches. 
WE DECLARE WAR ON COMPULSORY SICKNESS 
INSURANCE AND SOCIALIZED MEDICINE-1935 
By 
HOLMAN TAYLOR, M.D., 
Secretary, State Medical Association of Texas 
(From Teza.s State Journal of Medicine, March, 1935, :Editorial) 
The following editorial discussion is, in effect, a report of our dele­
gates to a special session of the House of Delegates of the American 
Medical Association, called for the purpose of "consideration of the 
social and economic policies o fthe Association as related to pending 
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and proposed legislation, to sickness insurance and to other matters 
which may be submitted by the Board of Trustees." The Texas 
delegation was as follows: Drs. J. W. Burns, S. E. Thompson, E. H. 
Cary, Holman Taylor and R. B. Anderson. It is not only desirable 
but essential, that the decision of our national law and policy-making 
body, in the present very serious and delicate situation, receive the 
thoughtful consideration and earnest support of the whole medical 
profession; either that, or its very prompt repudiation. 
This extraordinary meeting was held in Chicago, February 15-16. 
The attendance was 161 out of 175. Every section of our country was 
represented. It was truly a democratic gathering. The decision was 
unanimously in favor of resisting to the utmost all efforts to socialize 
medicine, and compulsory sickness insurance was condemned in terms 
most emphatic. Not only is it that there was no opposition to the 
final pronouncement of the House of Delegates, but by additional 
motion the decision was declared unanimous-this in order that it 
cannot subsequently be claimed that there was an inarticulate mi­
nority. Evidently there was no minority. This fact is of the utmost 
significance. 
At the outset the Board of Trustees presented a complete and 
comprehensive account of the development of the predicament in 
which the medical profession now finds itself. This account is too 
voluminous to be reproduced here. It will probably be made available 
later on, either through the Bulletin of the American Medical Associa­
tion, The Journal, or in reprint form. According to this statement 
of facts, sickness insurance was first a subject for discussion in the 
House of Delegates in 1916. At that meeting a committee was 
appointed to study the whole question of social insurance. An ef­
fort was made at that time to educate the American medical 
profession in the general principles of social insurance. In 1917, the 
House of Delegates established the principle that in any legislation 
of this character freedom of choice of physicians should be insured; 
that the physician be paid in accordance with the amount of work 
done, and that the medical profession should be adequately represented 
in governing bodies. Each year until 1920, the House of Delegates 
reasserted its views in the premises, and in that year opposition was 
declared to any scheme embodying compulsory contributory insurance 
against illness or medical service to be rendered under the control or 
regulation of any state or the Federal Government. Since that time, 
it appears, many plans in many different communities have been 
tried, in an effort to do what is now sought to be done, insure ade­
quate medical service at a satisfactory price and upon satisfactory 
terms. A commission was established to study these plans, and prog­
ress was made. The plans in operation in foreign countries were 
studied. Social workers, economists, and physicians were sent abroad 
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for this purpose. These activities have been duly recounted in The 
Journal of the A. M. A., and other publications. 
Then came the now notorious Committee on the Cost of Medical 
Care, which operated under the influence of three philanthropic 
foundations primarily, the Twentieth Century Fund, the Milbank 
Fund, and the Rosenwald Fund. It will be recalled that the ma­
jority report of this committee recommended a system of socialized 
medicine, with a strong minority report in opposition, and several 
lesser minority reports, one or two of which were communistic in 
character. In the meantime, the American Medical Association es­
tablished its Bureau of Medical Economics, with adequate personnel. 
This bureau rapidly accumulated, compiled, correlated and made 
available all known facts and many fancies pertaining to sickness 
insurance. 
In 1934, the House of Delegates of the American Medical Associa­
tion adopted ten fundamental principles for the guidance of the 
medical profession in the control of experiments with new forms of 
medical practice. At the same time the Judicial Council secured the 
adoption of amendments to the Principles of Medical Ethics, ex­
pressing the recognition of the necessity for control of the practice 
of medicine by groups, hospital staffs, and in industry. It appeared 
at that time that the situation was well in hand and that, if left 
alone, the medical profession might readjust itself to changing condi­
tions with that deliberation and poise so necessary in dealing with 
such highly personal and ethical matters. 
Then came the depression and the New Deal. This combination 
gave the socialist his day. The President of the United States 
sought to compose the situation and insure protection for the people. 
Immediately new ideas began to prevail, and with them the mirage 
of sickness insurance under the control of the government. Thus the 
Committee on Economic Security, including in its membership the 
Secretary of Labor, Frances Perkins; Secretary of the Treasury, 
Morgenthau; Secretary of Agriculture, Wallace; Attorney General 
Cummings, and Director of Relief, Harry Hopkins. This committee 
was expected to set up a new plan of taking care of the whole people. 
A technical advisory staff was established, with an executive director 
for each of thirteen divisions. Edgar Sydenstricker, an employee 
of the Milbank Fund, who presented a radical minority report for the 
Committee on the Cost of Medical Care, headed the medical service 
division. A medical advisory board was appointed, without reference 
to organized medicine, although one of its members was, and is, 
President of the American Medical Association. This committee has 
had small opportunity to advise concerning medical matters, and no 
authority whatsoever. The Director of the Bureau of Medical Eco­
nomics of the American Medical Association, and one of his 
associates in the Bureau, were added to the technical staff. At the 
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same time, Isadore Falk, a worker in the Milbank Fund, Michael M. 
Davis of the Rosenwald Fund, and Nathan Sinai, who had previously 
devised a plan of sickness insurance for the Michigan State Medical 
Society, were added to the staff. 
The Committee on Economic Security eventually offered to the 
President, who did not seem to be enthusiastically inclined to in­
clude sickness insurance in the New Deal legislation, a series of eleven 
suggestions as to the possible development and application of sick­
ness insurance. These suggestions were promptly submitted to the 
Congress in a message from the President. There then followed the 
so-called Wagner Bill for Social Insurance, introduced by Senator 
Wagner of New York, and covering old age assistance, unemploy­
ment insurance, rehabilitation of crippled children, aid to dependent 
children, and the like. Under the predicate laid by national legis­
lation of this sort, the various states might go ahead with their 
own ideas of social security legislation, including a renewal of the 
maternity benefit measure, heretofore known as the Sheppard­
Towner law. 
In the meantime, it appears that those interested in a satisfactory 
(to them) distribution of medical service had organized the American 
Association for Social Security, with Abraham Epstein as executive 
secretary. This group has prepared a bill establishing a system of 
compulsory and voluntary state health insurance, to include prac­
tically 95 per cent of the entire population of the United States. 
This bill is known as the Epstein Bill, and it is intended that it 
be introduced in all of the state legislatures as rapidly as possible. 
A critical analysis of this measure has been prepared by the Bureau 
of Medical Economics and the Bureau of Legal Medicine and Legis­
lation of the American Medical Association. This analysis has been 
published in the Bulletin of the American Medical Association. 
In short, it was clearly shown that the American Medical Associa­
tion has not been lacking in appreciation of the seriousness of the 
situation, or in leadership. 
Thus informed, the House of Delegates entered into a serious dis­
cussion of the problem. Quite a few resolutions and suggestions 
were introduced and discussed. It seemed to be the consensus of 
opinion that there is not now and has not at any time been a real 
demand for a change in the present order of practice, either outside 
or inside of the medical profession, and that any plan of practice 
not wholly in keeping with the ten commandments of medical eco­
nomics adopted at the Cleveland session of the American Medical 
Association last year would inevitably destroy all that is good and 
noble and genuinely useful in the practice of medicine. 
All of the suggestions made and the resolutions introduced, and the 
entire subject, were passed to a reference committee appointed for 
the purpose. This reference committee was of the highest order 
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from the standpoint of personnel, and widely distributed in the 
matter of residence. The committee was headed by Dr. Harry H. 
Wilson of California. On the committee were Drs. Warren F. 
Draper of Virginia, E. F . Cody of Massachusetts, E. H. Cary of 
Texas, N. B. Van Etten of New York, F. S. Crockett of Indiana, 
and W. F. Braasch of Minnesota. This committee, after many hours 
of study, returned to the House of Delegates a well written report. 
The report was thoroughly discussed and returned for revision. The 
revised report as we have said, was adopted by unanimous vote. 
The report follows : 
"Your reference committee, believing that regimentation of the 
medical profession and lay control of medical practice will be fatal 
to medical progress and inevitably lower the quality of medical serv­
ice now available to the American people, condemns unreservedly all 
propaganda, legislation or political manipulation leading to these 
ends. 
"Your reference committee has given careful consideration to the 
record by the Board of Trustees of the previous actions of this House 
of Delegates concerning sickness insurance and organized medical 
care and to the account of the measures taken by the Board of 
Trustees and the officials of the Association to present this point of 
view to the government and to the people. 
"The American Medical Association, embracing in its membership 
so.me 100,000 of the physicians of the United States, is by far the 
largest medical organization in this country. The House of Dele­
gates would point out that the American Medical Association is the 
only medical organization open to all reputable physicians and estab­
lished on truly democratic principles, and that this House of Dele­
gates, as constituted, is the only body truly representative of the 
medical profession. 
"The House of Delegates commends the Board of Trustees and the 
officers of the Association for their efforts in presenting correctly, 
maintaining and promoting the policies and principles, heretofore 
established by this body. 
"The primary considerations of the physicians constituting the 
American Medical Association are the welfare of the people, the 
preservation of their health and their care in sickness, the advance­
ment of medical science, the improvement of medical care, and the 
provision of adequate medical service to all the people These physi­
cians are the only body in the United States qualified by experience 
and training to guide and suitably control plans for the provision 
of medical care. The fact that the quality of medical service to the 
people of the United States today is better than that of any other 
country in the world is evidence of the extent to which the American 
medical profession has fulfilled its obligations. 
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"The House of Delegates of the American Medical Association re­
affirms its opposition to all forms of compulsory sickness insurance 
whether administered by the Federal Government, the governments 
of the individual states or by any individual industry, community or 
similar body. It reaffirms, also, its encouragement to local medical 
organizations to establish plans for the provision of adequate medi­
cal service for all of the people, adjusted to present economic con­
ditions, by voluntary budgeting to meet the costs of illness. 
"The medical profession has given of its utmost to the American 
people, not only in this but in every previous emergency. It has 
never required compulsion but has always volunteered its services in 
anticipation of their need. 
"The Committee on Economic Security, appointed by the President 
of the United States, presented in a preliminary report to Congress 
on January 17 eleven principles which that Committee considered 
fundamental to a proposed plan of compulsory health insurance. 
The House of Delegates is glad to recognize that some of the funda­
mental considerations for an adequate, reliable and safe medical 
service established by the medical profession through years of ex­
perience in medical practice are found by the Committee to be 
essential to its own plans. 
"However, so many inconsistencies and incompatibilities are 
apparent in the report of the President's Committee on Economic 
Security thus far presented that many more facts and details are 
necessary for a proper consideration. 
"The House of Delegates recognizes the necessity under conditions 
of emergency for federal aid in meeting basic needs of the indigent; 
it. deprecates, however, any provision whereby federal subsidies for 
medical services are administered and controlled by a lay bureau. 
While the desirability of adequate medical service for crippled 
children and for the preservation of child and maternal health is 
beyond question, the House of Delegates deplores and protests those 
sections of the Wagner Bill which place in the Children's Bureau 
of the Department of Labor the responsibility for the administration 
of funds for these purposes. 
"The House of Delegates condemns as pernicious that section of 
the Wagner Bill which creates a social insurance board without 
specification of the character of its personnel to administer functions 
essentially medical in character and demanding technical knowledge 
not available to those without medical training. 
"The so-called Epstein Bill, proposed by the American Association 
for Social Security now being promoted with propaganda in the 
individual states, is a vicious, deceptive, dangerous and demoralizing 
measure. An analysis of this proposed law has been published by 
the American Medical Association. It introduces such hazardous 
principles as multiple taxation, inordinate costs, extravagant 
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administration and an inevitable trend toward social and financial 
bankruptcy. 
"The committee has studied this matter from a broad standpoint, 
consider:ng many plans submitted by the Bureau of Medical 
Economics as well as those conveyed in resolutions from the floor 
o:C the House of Delegates. It reiterates the fact that there is no 
model plan which is a cure-all for the social ills any more than there 
is a panacea for the physical ills that affect mankind. There are 
now more than 150 plans for medical service undergoing study and 
trial in various communities in the United States. Your Bureau of 
Medical Economics has studied these plans and is now ready and 
willing to advise medical societies in the creation and operation of 
such plans. The plans developed by the Bureau of Medical Economics 
will serve the people of the community in the prevention of disease, 
the maintenance of health and with curative care in illness. They 
must at the same time meet apparent economic factors and protect 
the public welfare by safeguarding to the medical profession the 
functions of control of medical standards and the continued 
advancement of medical educational requirements. They must not 
destroy that initiative which is vital to the highest type of medical 
service. 
"In the establishment of all such plans, county medical societies 
must be guided by the ten fundamental principles adopted by this 
House of Delegates at the annual session in June, 1934. The House 
of Delegates would again emphasize particularly the necessity for 
separate provision for hospital facilities and the physician's services. 
Payment for medical service, whether by prepayment plans, install­
ment purchase or so-called voluntary hospital insurance plans, must 
hold as absolutely distinct remuneration for hospital care on the one 
hand and the individual, personal, scientific ministrations of the 
physician on the other. 
"Your Reference Committee suggests that the Board of Trustees 
request the Bureau of Medical Economics to study further the plans 
now existing and such as may develop, with special reference to the 
way in which they meet the needs of their communities, to the costs 
of operation, to the quality of service rendered, the effects of such 
service on the medical profession, the applicability to rural, village, 
urban and industrial population, and to develop for presentation at 
the meeting of the American Medical Association in June model 
skeleton plans adapted to the needs of populations of various types." 
This report speaks for itself. Only that part of the report which 
refe'llS to the establishment by county medical societies of plans for 
the proper distribution of adequate medical service need be mentioned 
here. As a matter of fact in practically every community in the 
whole country, doctors have all along been furnishing adequate 
medical care for the people at a price and upon terms satisfactory 
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to the public. It would seem necessary only to give this practice 
concrete form, through some plan which will meet local conditions, 
avoid abuses as far as possible and meet with the favor both of the 
medical profession and its dependent public. It probably matters 
little whether this plan involves a simple process of budgeting (which 
might be called insurance except for the many criticisms which have 
naturally come to that word), or a system of extension of credit and 
agreement as to price, in accordance with the financial circumstances 
of those who are served. 
It would seem that we have now adopted a positive rather than a 
negative policy with regard to sickness insurance and related prob­
lems. As pointed out in the report, the Bureau of Medical Economics 
of the American Medical Association is now ready to advise with 
county medical societies in their efforts to develop plans for the 
delivery of medical service to their people. It should be remembered 
that in the development of any plan of distributing medical service, 
the ten commandments of medical economics must govern. It is 
perhaps wise to repeat them here. They follow: 
"1.-All features of medical service in any method of medical 
practice should be under the control of the medical profession. No 
other body or individual is legally or educationally equipped to 
exercise such control. 
"11.-No third party must be permitted to come between the 
patient and his physician in any medical relation. All responsibility 
for the character of medical service must be borne by the profession. 
"111.-Patients must have absolute freedom to choose a duly 
qualified doctor of medicine who will serve them from among all 
those qualified to practice and who are willing to give service. 
"IV.-The method of giving the service must retain a permanent, 
confidential relation between the patient and a 'family physician.' 
This relation must be the fundamental and dominating feature of 
any system. 
"V.-All medical phases of all institutions involved in the medical 
service should be under professional control, it being understood that 
hospital service and medical service should be considered separately. 
These institutions are but expansions of the equipment of the 
physician. He is the only one whom the laws of all nations recognize 
as competent to use them in the delivery of service. The medical 
profession alone can determine the adequacy and character of such 
institutions. Their value depends on their operation according to 
medical standards. 
"VI.-However the cost of medical service may be distributed, the 
immediate cost should be borne by the patient if able to pay at the 
time the service is rendered. 
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"VIL-Medical service must have no connection with any cash 
benefits. 
"VIII.-Any form of medical service should include within its scope 
all qualified physicians of the locality covered by its operation who 
wish to give service under the conditions established. 
"IX.-Systems for the relief of low income classes should be limited 
strictly to those below the 'comfort level' standard of incomes. 
"X.-There should be no restrictions on treatment or prescribing 
not formulated and enforced by the organized medical profession." 
The above report of the Texas delegates, and the above quoted 
action of the House of Delegates of the American Medical Associa­
tion, were unanimously approved, endorsed and adopted at a meet­
ing of the Executive Council of the State Medical Association, 
February 24, 1935. This meeting was attended by 28 out of 31 
members of the Council. 
PRINCIPLES OF MEDICAL ETHICS OF THE 
AMERICAN MEDjICAL ASSOCIATION-1937 
ARTICLE VI.-COMPENSATION 
LIMITS OF GRATUITOUS SERVICE 
SECTION 1.-The poverty of a patient and the mutual professional 
obligation of physicians should command the gratuitous services of a 
physician. But endowed institutions and organizations for mutual 
benefit, or for accident, sickness and life insurance, or for analogous 
purposes, have no claim upon physicians for unremunerated services. 
CONTRACT PRACTICE 
SEC. 2.-It is unprofessional for a physician to dispose of his 
services under conditions that make it impossible to render adequate 
service to his patient or which interfere with reasonable competi­
tion among the physicians of a community. To do this is detrimental 
to the public and to the individual physician, and lowers the dignity 
of the profession. 
By the term "contract practice" as applied to medicine is meant 
the carrying out of an agreement between a physician or a group 
of physicians, as principals or agents, and a corporation, organization 
or individual, to furnish partial or full medical services to a group or 
class of individuals for a definite sum or a fixed rate per capita. 
Contract practice per se is not unethical. However, certain features 
or conditions if present make a contract unethical, among which are: 
1. When there is solicitation of patients, directly or indirectly. 
2. When there is underbidding to secure the contraet. 3. When the 
compensation is inadequate to assure good medical service. 4. When 
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there is interference with reasonable competition in a community. 
5. When free choice of a physician is prevented. 6. When the con­
ditions of employment make it impossible to render adequate service 
to the patients. 7. When the contract because of any of its pro­
visions or practical results is contrary to sound public policy. 
Each contract should be considered on its own merits and in the 
light of surrounding conditions. Judgment should not be obscured 
by immediate, temporary or local results. The decision as to its 
ethical or unethical nature must be based on the ultimate effect for 
good or ill on the people as a whole. 
COMMISSIONS 
SEC. 3.-When a patient is referred by one physician to another 
for consultation or for treatment, whether the physician in charge 
accompanies the patient or not, it is unethical to give or to receive a 
commission by whatever term it may be called or under any guise 
or pretext whatsoever. 
DIRECT PROFIT TO LAY GROUPS 
SEC. 4.-It is unprofessional for a physician to dispose of his pro­
fessional attainments or services to any lay body, organization, group 
or individual, by whatever name called, or however organized, under 
terms or conditions which permit a direct profit from the fees, salary 
or compensation received to accrue to the lay body or individual 
employing him. Such a procedure is beneath the dignity of profes­
sional practice, is unfair competition with the profession at large, 
is harmful alike to the profession of medicine and the welfare of the 
people, and is against sound public policy. 
MEDICAL ECONOMICS 
By 
JOHN H. BURLESON, M.D. 
San Antonio, Texas 
(From Te11;aa State Journal of Medicine, March, 1936, Vol. 31, pp . 665-671) 
Before entering into a discussion of this subject, let me define 
"economics": It is the science that treats of the production and use 
of wealth. Medical economics if; the science of the distribution of 
medical service that will best conserve the financial interest of the 
patient and the doctor. This science can be adequately dealt with 
only by the medical profession. 
Medical economics has occupied the minds of many of the best men 
in the practice of medicine for quite some time. The problem is 
far from being solved. The profession generally has difficulty in 
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separating Federal medical relief from medical economics. Many 
have failed to realize that medical economics is an insidious disease 
that is enveloping and destroying the ideals of our profession. 
When I began the practice of medicine, there were no economic 
problems; now we have a definite problem and one which we are 
going to solve or the practice of medicine will be taken over by the 
Federal Government. 
I wish to separate medical relief from medical economics. Medical 
relief should be classified as what the Federal Government has done 
to the doctor. Medical economics should be classified as what the 
doctors can do for themselves and their patients in spite of Federal 
interference. 
As President of the State Medical Association, I shall oppose any 
more agreements which include any combinations of the letters of the 
alphabet-be they N. R. A., P. W. A., or A. P. A. A burnt child 
dreads the fire; as a state profession we are out of it. Let us 
stay out. 
I have been asked to discuss medical economics from the standpoint 
of sickness insurance. Sickness insurance by those who have not 
given the subject serious consideration, would seem to be the solution 
of our problem. The more consideration given sickness insurance 
from the medical angle, the more convinced one becomes that it will 
not work. 
Several months ago, a committee was appointed by my home 
society to study the problem of sickness insurance. This committee, 
of which I was a member, was composed of fourteen members, the 
best that our society had to offer. After many meetings and serious 
consideration, the committee decided that sickness insurance was 
not the solution of our problem, and abandoned the idea. 
Immediately following the recent Atlantic City meeting of the 
American Medical Association, the report became prevalent that our 
great national body had endorsed sickness insurance. This received 
wide publicity in lay magazines, and was headlined in many im­
portant newspapers. It is hardly necessary to say that the report 
was not true; it came quite naturally, if erroneously, from a mis­
interpretation of a committee report, a part of which I quote: 
"An analysis shows that the class for which special provision 
is necessary is far smaller than most lay writers and so-called 
surveys would indicate. An investigation based up0n the 
resources of the individual, according to his ability to pay in 
graduated installments in most cases, meets the problem of the 
individual patient who is not wholly indigent. If the individual 
is indigent, he obviously cannot be expected to pay for medical 
services on an adjusted fee basis. In that instance, the medical 
cost is only one phase of the individual's economic distress. This 
problem requires more comprehensive measures than provision 
of medical service." 
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In my opinion, sickness insurance is a good thing, and I hope the 
time is not far distant when old line insurance companies will write 
this character of policy, with the provision of absolute independence 
by the policyholder to select his own doctor and his own hospital; 
but under no condition should the medical profession have a financial 
interest in the set-up. To do so would destroy the altruistic attitude 
of the profession. Our business is to administer to the sick and to 
offer aid regardless of ability to pay; to be a partner in an insurance 
company would place us in the category of "money doctors." 
The point I wish to make is this: Medical economics must deal 
with the doctor's desire to take care of his people, and a way must 
be found whereby the profession can accomplish this end, and dis­
sipate the idea propagandized by socialistic groups that the man of 
moderate means is unable to get medical attention. 
That medical care under modern conditions costs more than under 
the old order is granted. We also are thoroughly conversant with 
the fact that medical diagnosis is probably more exact than it was 
twenty or thirty years ago. I believe it behooves us all to take 
cognizance of and propagandize the laity with the fact that the best 
medical service today must cost more. Our equipment, methods of 
diagnosis, hospitalization-which formerly were not available-all 
contribute to the increased cost of medical care. We should stress 
in our daily contacts with our patients that good medical care does 
not necessarily mean expensive medical care. People should be 
educated to the fact that many diseases treated in hospitals may be 
handled successfully at home. While it is conceded that the public 
is entitled to adequate medical care, in no sense is the public entitled 
to the most expensive medical care; it is entitled to just what it can 
pay for, exactly as is the case of the purchase of any other com­
modity. No one expects the poor to purchase the same expensive 
brand of flour, or cured meat, that the rich purchase. Neither would 
a poor man consider buying a Cadillac car. The rich and poor alike 
buy cars in accordance with their opportunities and desires, and 
abality to pay. Of course, every real sick person should have a 
trained nurse at the bedside all of the time, but can the public 
generally afford anything of the sort? I drove by a home this 
morning, in front of which there was a "quiet zone" sign, and on 
the front porch of that home were several persons who looked as if 
they hadn't had any sleep during the night. They were probably 
"sitting up" with the sick, who perhaps was not able to hire a trained 
nurse. In other words, those people are traveling in a used car, 
perhaps a Ford, and not in a Cadillac or Lincoln, as would doubtless 
be much more preferable. 
I am not an advocate of "tallow-candle medicine," but I do believe 
that many of us-and particularly the younger graduates in medicine, 
do not have the regard for our patient's pocketbook that we should. 
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He demands hospitalization, laboratory work, and nursing. Much of 
this expense could be avoided by a little additional attention from 
the doctor; individual care would not only save the patient money 
but help to cement a personal relationship. We are losing the 
art of medicine; let any doctor, young or old, adopt this method of 
practice, of individual attention, and watch his practice grow. 
sometimes wonder if the passing of the family doctor is not the 
tragedy of the medicine of today.... 
The medical profession might be thought presumptuous for at­
tempting to set up an economic system of its own. It might also be 
said that the doctor is notoriously a poor business man. Granting 
both premises, the physician is certainly in a better position to 
understand the economic problems involved in medical care than the 
economist without medical training or experience. I think this very 
circumstance responsible for the handling of medical cases under the 
Relief Act. I believe if the Congress had thought us capable of 
managing our own affairs we would have been given an opportunity 
to dispense the funds allotted to medical relief, and I think the 
medical profession should insist that it is able to handle medical relief 
without the interference of lay persons, that we are willing to do so 
and give accurate account of the money dispersed. Following this 
line of reasoning, the Government would get more for its money, the 
patient would get more and better treatment, and the medical pro­
fission could render the service in a great deal better manner than 
under present conditions. It seems to me utterly impossible and im­
practicable for a layman to assume that he can tell a doctor how to 
treat his patients. 
Medical relief is one of the greatest single factors in the rehabilita­
tion of the indigent, and the doctor should not be handicapped with 
lay interference. The position taken, that medical relief is not basic, 
is absurd. Why give food to a person who is not well enough to eat? 
It is a reflection upon the intelligence, patriotism and honesty of 
the medical profession to assume that doctors are not capable of 
handling a fund set aside for this purpose, and turn the money over 
to people who have neither patience nor knowledge of our problem. 
As I have stated, the depression is only incidental; we must stabilize 
medicine so our people will be happy in their relationship to their 
doctors after the depression is no more. I am not one of those 
fatalists who think we are reaching the end of the world. 
Depression will pass and our country will be happy and prosperous 
again. When this happens, I want the medical profession to come 
forth with honor and respect. 
What has caused all this doubt that the profession is not able to 
handle the medical situation? The answer is ourselves. We have 
been propagandized on every conceivable socialistic idea pertaining 
to this whole subject. The chief offender against us is the "walli:ing 
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delegate," commonly known as the social service worker. They are 
the persons who go into the community and organize mass examina­
tions clinics for every conceivable ailment, and then when the scheme 
is ready to spring, they assemble the most prominent men and women 
of the community and convince them that it is the doctors' duty to 
correct the abuse, without regard for the injustice done the doctor. 
When the last analysis of the situation is reached, this walking 
delegate is the only person who is being paid. I would like to ask 
this pertinent question: What are the duties of a social service 
worker, and who are social service workers? Answering my own 
question, A social service worker is a person who has a college degree 
and a course of two years in a social service school, with training in 
or connection with a medical school or teaching hospital. My in­
formation is there are about twenty such persons in Texas. Trained 
social service workers have a knowledge of psychology; they build 
up morale-not destroy it. Visiting the poor and sick with them 
is not a maudlin sentimentality but a scientific understanding of the 
problem. Their function is !educational; they have no ulterior 
motives, and work with the doctor and under his directions. There 
is no objection to properly trained social service workers; they really 
fill a place along with the doctor. My point is, they are not trained 
to foster the cause of socialism, and more especially medical socialism. 
The "walking delegates" to whom I refer are persons promoting 
relief in order to hold jobs. In my opinion they are destroying morale 
and doing more harm than good. They must make a showing, real 
or imaginary, and work upon the sentiments of the public in order 
to continue in business. In short, they are investigators, exploiting 
the public at the expense of the doctor. This is the kind of propa­
ganda that has put us in the position in which we find ourselves. 
It is well known to all people that the doctors of a community do 
more for charity day by day, month by month, year by year, than the 
entire population put together. When Mr. Walking Delegate puts 
the proposition up to the doctor to render his services free, the doctor 
is brow-beaten and humiliated with the idea that if he does not lend 
his t ime and prestige to the proposition, his competitor will. 
The uplifters would do more good if they would confine their 
endeavors and energies to teaching people how to live, and stop mak­
ing suggestions as to how medicine should be practiced. 
The Federal Government may regiment industry, but it is utterly 
impossible for any human agency to regiment brains and devotion 
to a principle, and that is all a doctor stands for.... 
My suggestion is that we interfere as little as possible with existing 
medical practice. I mean by this that there is no need to change 
our fee schedules, no need to change anything basic in our practices 
locally, such as the handling of compensation insurance or any con­
tract that is recognized by State and National Associations. 
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I believe that the practice of medicine should be divided into three 
classes: 
(1) Patients in the upper financial bracket, for whom nothing 
need be done. These people are well contented with the medical 
situation as it now exists. They are satisfied with their doctors, 
they are satisfied with their hospitals, and they are satisfied with 
present fees for medical service. This bracket represents about 20 
per cent of our clientele. 
(2) The next bracket, which I will classify as patients in the 
comfort line, represents 60 per cent of our patients, .and, incidentally 
those from whom we make our living. This is the group that the up­
lifter and the so-called social service worker hopes to make the public 
believe is being imposed upon. It should be kept constantly in mind 
that this up-lifter and so-called social service worker hopes and 
expects to get employment out of helping the medical profession 
practice medicine. This is where a part of medical expense already 
comes from. That it is getting increasingly harder for a man with a 
moderate income to pay his doctor and hospital bill, there is no ques­
tion. The whole point in our dealing with medical economics must 
be around this man. 
After all is said and done, in cold critical analysis, the medical 
profession has not failed in the handling of the sick. Let us trace 
the origin of the free distribution of medical service. Looking back 
we find that the doctor himself started the custom of giving free 
medical attention to the indigent poor. They came to his office, 
asking for treatment, and said they were unable to pay. They were 
given attention and without charge. After a time, it became neces­
sary for the doctor to set aside certain hours when he would receive 
this class of patients; this was necessary in order that he might have 
time to attend paying patients. Their numbers gradually increased 
to the point where the doctors found it necessary to segregate the 
sick in clinics. That was the foundation of the doctors' great problem 
of today. 
Hospitals were built around these free clinics and found support 
from public contribution. Staffs to man the hospitals were employed 
at salaries; only the doctor continued serving without compensation, 
and the custom of giving free medical service developed into an 
organized business. In this connection I would like to make this 
point, which all doctors know-once a free patient, always a free 
patient. The patient reasons that he was a fool ever to have paid a 
doctor when free treatment was available just around the corner. 
This is the crux of our present situation, free treatment of people 
because of economic depression; these people will never patronize 
their family doctors again. They have joined the nation's vast army 
of free treatment and to what size that army will grow no one can 
tell. 
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There are one-half million people in this country being treated 
in free clinics every day. Assuming that the minimum charge is 
two dollars for each clinic visit, at this figure the doctors are donat­
ing $1,000,000 daily to the sick who are, or pretend to be, so poverty­
stricken that they must have free medical service. It is estimated 
that about 1 per cent of our populat\on is sick all of the time. 
Doctors daily treat 500,000 of these free-of-charge; after 500,000 
nonpaying patients are attended, there are, based upon our popula­
tion, 730,000 patients left who may be treated by private doctors and 
charged for services rendered. 
Records show that 35 per cent of the 730,000 patients do not pay 
their bills. If the remaining 65 per cent, or 474,000 patients, are 
divided among 142,000 family doctors, each would have an average of 
three patients per day. 
In the light of these figures, I would like to ask this practical 
question: Unless something is done by the medical profession, how 
can we survive? 
The number of persons attending free clinics has increased 300 per 
cent in the last ten years. To have medical attention without paying 
for it has become a national habit, I might say almost a national 
mania. It has even spread to the public schools ; from kindergarten 
to high school, pupils are instructed how to obtain free medical 
examination, and leave school with the fixed idea that the main­
tenance of health and the correction of disease need involve little or 
no expense. 
(3) The third bracket, like the first, represents about 20 per cent 
of the practice of the physicians in any locality. I refer to the 
indigent, those whom the doctor has always taken care of for nothing. 
This is a situation that should be remedied. This dependent group 
are wards of State, County and Municipal governments, and should 
be taken care of by taxation. There is no more justice in requiring 
the doctor to take care of them than it would be to require the 
merchant to feed them, or the landlord to house them. We are our­
selves to blame for this situation. The public should be definitely 
told that they are not our charge. These people should be taken care 
of in tax-free hospitals, and treated by doctors through the county 
medical society. If this is not possible, then city physicians and 
county physicians should be employed to take care of this dependent 
class. 
Medical relief as propagandized by socialistic agencies, and prac­
ticed under "F. E. R. A.", appears to me to have been an attempt 
to pauperize our people from the standpoint of medical service, and 
was, so far as I can see, for no reason at all other than to make 
jobs for a horde of people who knew nothing about the care of the 
sick, and probably cared less. Medical service as thus set up, can 
never be satisfactory either to patient or doctor. Those in charge 
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of this service in Texas ruled that medical attention is not a basic 
commodity. The State Medical Association committee having charge 
of our participation in this service, upon which committee I have 
served as a member for the past two years, definitely disagreed with 
this ruling, but to no avail. It would have been better, both for the 
patient and the doctor, had the matter of medical relief been turned 
over entirely to the State Medical Association. It is my feeling that 
any further service of this sort should be under the control of some 
such central medical organization. The medical profession can, and 
will, find ways and means of caring for its own people in whose 
families they have practiced throughout the years. 
SOCIALIZED MEDICINE 
By 
R. B. ANDERSON, M.D. 
Assistant-Secretary, State Medical Association of Texas 
In spite of all the talk about socialized medicine and the numerous 
articles on the subject in newspapers and magazines, to say nothing 
of medical journals, there seems to be a rather general lack of 
information as to what is meant by the term, and this confusion 
is not only in the minds of the public at large; lots of doctors want 
to krtow just what is meant by it. Not long ago, one of our most 
able speakers in the medical profession, a former president of our 
Association, who has made a great many talks over the State on the 
subject, wrote me and asked that I give him a concise definition of 
socialized medicine. I replied that I had never seen the term defined 
but I would write the Bureau of Medical Economics of the American 
Medical Association for a definition. I got a very prompt letter from 
him as a result with the admonition that "You and Holman Taylor 
(my esteemed chief) are supposed to be informed on all medical 
affairs, so get your heads together and crack down and give me a 
definition." With that order, there was nothing else to do, and the 
best that I had to offer was an adaptation from Webster's definition 
of socialism, "Socialized medicine may be said to be a method of 
medical practice controlled by the government to the end that, theore­
tically, competition among medical practitioners shall give way to 
cooperation and opportunities and awards of practice shall be 
equitably apportioned among practitioners." At first, I was rather 
puffed up over my definition but when all is said and done, a much 
simpler one will suffice. Socialized medicine may be said to be col­
lectivist medicine or medicine purchased on the group basis instead 
of by the individual. 
It is no secret that doctors generally are opposed to socialized 
medicine. Our reasons for that are not selfish; we are not thinking 
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of ourselves alone but of the type of service that is rendered by 
independent practitioners and that rendered under socialistic forms 
oi practice. In order that we may learn from and not by experience, 
we must go to the countries which have socialized medicine and study 
how it operates there and whether it has proved satisfactory to the 
people in these countries, and whether the results are as satisfactory 
as we have in this country with our individualized system. The 
latter is what really counts. The best yardstick for both systems 
is the morbidity and mortality rates. Countries without socialized 
medicine, which includes the United States, have by far the lowest 
mortality and sickness rates, as compared with countries where 
socialized medicine prevails. A child born into the family of an 
average American wage earner has the highest life expectancy in 
the world. Contrasting the United States with Germany and Eng­
land, which have forms of socialized medicine, we find that while 
diphtheria has increased in these two countries during the last ten 
years, it has decreased 65 per cent in the United States. In England, 
tuberculosis decreased 28 per cent over a ten year period, while in 
the United States it decreased 45 per cent. This same situation 
exists with the great majority of the disease conditions studied by 
the world's foremost statisticians. Why, then, would we want to 
substitute an inferior product for the finest medical service to be 
had in the world. 
Let use examine for a moment the types of socialized medicine in 
use elsewhere. First let me say that taxation is the source of revenue 
to pay for it, whether paid to the state or whether deducted from 
payrolls and called insurance. The medical profession is paid for 
its services by three different methods: first, by straight salary, as 
in Austria, which system is considered the most degrading and un­
satisfactory; second, by a capitation fee, as in England, which is 
less objectionable, and third, for the act of service rendered, as in 
France, which, as far as the opinion of the medical profession is 
concerned, is the least objectionable of all. In France the patient 
goes to a doctor of his choice, and pays the doctor's fee himself for 
whatever medical service is rendered; he is given a receipt, which 
he takes to his insurance carrier, which, in turn, then pays the 
insured for 80 per cent of the fixed fee agreed upon by the system 
for that service. Only persons with an annual income of from $300 
to $700 per year, or with one dependent child, $825, are entitled to 
services under the French system. The money to pay for the system 
is raised by a payroll tax of 3.47 per cent of the wages; it is pre­
dicted that it will be necessary to increase this 1 per cent in 1939. 
To police the system and guard against abuses the government has 
in its employ a great number of doctors, who are constantly checking 
upon the diagnoses of the physicians chosen by the insured, it being 
estimated that about 50 to 75 per cent are being rechecked. This 
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means a tremendous overhead and creates great dissatisfaction on 
the part of the people who are subjected to necessarily long periods 
of time waiting to be examined. The advantage of the French 
service is that the people do not run to their doctors for imaginary 
ills as under other services, because they have to pay personally and 
directly a part of the medical fee. 
Turning now to the system in England, which is frequently held 
up as a success by proponents of socialized medicine, we find that 
the service is paid for on a per capita fee, as stated before. In 
England, only those whose annual income does not exceed $1,250 
are eligible for insurance medicine. This covers about 19,000,000 
persons employed by industry. The 15,000,000 dependents of these 
insured are not covered by the system. England has a population of 
about 45,000,000. It should be said here that socialized medicine, 
wherever it exists is poor man's medicine; but it is not for the indi­
gent; in no instance does compulsory sickness insurance do one thing 
for the indigent or pauper class, which is the only real problem of 
medical care in this country. Let us see how the service serves 
Jones, an English youth employed for the first time. His employer 
makes out an insurance card for him. His employer buys from the 
postoffice each week a stamp for 40 cents, which he affixes to the 
card. This stamp pays for Jones' insurance medicine and pension 
premiums, 18 cents being for the medical care. The employer de­
ducts from Jones' wages each week 20 cents to pay for the stamp 
and he pays the other 20 cents. Thus, Jones pays about $9.36 per 
year for his insurance medicine. The next thing Jones does is to 
select his insurance carrier, which may be a trade union group, a 
commercial company or a state approved friendly society. His next 
task is to select a doctor. If he has none, one in his neighborhood 
is suggested, who is a part of the system. Less than half of the 
physicians of England are a part of the social insurance scheme. 
Jones takes a form to the doctor he has selected, the doctor tears 
off a part of the card for his own file, Jones keeps the remainder, 
and the doctor sends in another card to the insurance office, stating 
he has accepted Jones as a panel patient. Each panel doctor is 
permitted to have as many as 2,500 insurance patients, for each of 
whom he receives a per capita fee of $2.25 per year. On the face 
of it, this would look like a good income for a panel doctor, but if 
he had that many people on his panel he would require the services 
of an assistant. If the panel doctor chosen by Jones has a panel 
of 800 to 1,000, Jones will find, when he is sick, that he must be a 
patient patient when he calls on, or for his doctor. As a rule, office 
hours for panel patients are from 6 to 7 or 7: 30 in the evening so 
that they may come and not interfere with their work. When Jones 
comes to see his doctor there will probably be twenty to thirty others 
there, all of whom the doctor must see in the hour or hour and a 
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half. It is a typical dispensary practice similar but even more 
cursory than that used in the dispensary indigent clinics in this 
country. It has often been referred to as a "look and a bottle." 
The English people are famous for their avidity for medicine, and 
do they dish it out. In the mornings the doctor will have another 
office hour of from say 9 to 10, and either before or after that he 
makes house calls on panel patients. According to the size of the 
panel he may make from 20 to 50. It isn't necessary to say what 
type of service he can render each individual patient at this rate, 
regardless of his ability or conscientious desire to serve. 
The doctor's afternoon hours are given to his private patients, 
both for office and calls, many of whom may be dependents of his 
insured patients. Panel doctors do not follow their patients into the 
hospital. All serious conditions or at all puzzling or obscure condi­
tions are promptly referred to hospitals and their responsibility ends 
there. A practice such as this cannot develop a physician's skill 
or diagnostic ability. 
With this brief reference to type of the most approved systems 
abroad, let me state briefly the defects of socialized medicine: 
1. There is no decrease in the cost of medical care. The system 
adds a staggering administrative cost, with all the red tape required, 
bookkeeping, checks and counterchecks. 
2. Public health and preventive medicine are not assisted or ad­
vanced. Despite what proponents have to say, no system of socialized 
medicine has ever done anything to improve public health-and the 
United States leads the world today in its public health advances 
and advantages. 
3. Overmedication is encouraged. Proponents of the system insist 
that what is needed in this country is to get people to doctors who 
in turn need patients. That is no doubt true but to get them in 
overwhelming numbers as in the English system, and demanding 
medicine which the hurried and overworked doctor dispenses or 
prescribes to get through, is not the best solution for the right type 
of medical care. 
4. The burden of cost is distributed over the low income class, 
which is least able to bear it. Everywhere socialized medicine pre­
vails it is made for the poor people, and there is a very definite 
income level. If it were extended, as has been proposed by exponents 
in this country, to the $3,000 annual income level, it would cover 
more than 95 per cent of the people and we would have the pre­
posterous condition existing of a poor working man with less than 
1,000 dollars a year income contributing to the medical care of people 
in the middle class group far more able to look after themselves. 
The disadvantages of compulsory insurance for medical care of the 
very poor is that you take from them funds they sorely need for 
other basic necessities, clothing, food and shelter, and thus indirectly 
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contribute to a still lower standard of necessities which they may 
more sorely need more than medical care, which can be provided by 
other means. 
5. Systems of socialized medicine make no provision for the in­
digent, which is the greatest problem in this country. If a satis­
factory solution were worked out for the medical care of the indigent, 
and doctors could be relieved of this burden, it would be very easy 
to provide medical service for the remainder of the population at 
prices they could afford to pay. 
6. Graduate education is not encouraged by socialized medicine. 
Proponents of socialized medicine make much of this point, but ex­
perience has proved that with an individual competitive system of 
medicine the United States leads the world in graduate medical 
education. 
7. In socialized medicine the hospital load is increased. Insurance 
doctors are compelled to shunt off patients with obscure illnesses to 
hospitals because they do not have time to study them. As a result 
European hospitals are badly overcrowded and are all but collapsing 
under a financial burden they cannot carry. 
8. Diagnosis and treatment are mechanical and superficial under 
socialized medicine, because under it doctors do not liave the time 
to study the individual patients and to make use of the wonderful 
advances medicine has made in the last several years. 
9. And last, and most important, under socialized medicine, medi­
cal service becomes a political issue, and its control is placed in the 
hands of unqualified nonmedical workers and organizations. Much 
is made of the fact by proponents of socialized medicine that in no 
country where it has been adopted, has there been a reversion to 
the independent, individual system. Sad to say, that is true. And 
if it ever is adopted in these United States we cannot expect any 
different experience. That should warn us against experimenting 
with it, as the proponents so glibly urge. Wherever it has been 
adopted there is developed a political bureaucracy, a multitude of 
new jobs for social workers, clerks, statisticians, and administrative 
help equal to or exceeding the number of physicians in the system­
a political plum of the first magnitude. It was introduced by Bis­
marck in Germany more than 50 years ago, and in England by Lloyd 
George in 1911, in each instance as political strategy. Once its 
talons are fastened upon the economic fabric of a nation, there is no 
way to loosen them. 
Turning now to this country, everyone knows of the more or less 
recent interest manifested in medical care, with emphasis on its 
cost, from the great number of articles that have appeared in news­
papers and magazines. There have been several surveys on the 
subject in the last few years, instigated originally, no doubt, by those 
who were inspired by philanthropic motives. The findings of these 
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surveys cannot always be accepted unequivocally, as the fact tinders 
included social workers and economists who may have been influenced 
by their prejudice for a system which would create many new jobs 
for their kind. 
American doctors know that all is not well with medical care in this 
country, despite the fact that people here in all walks of life receive 
better care than anywhere else in the world. And we are doing 
something about it, and I may add, are the only group that has 
continually worked on the problem from the beginning of our country 
until today, because that is our special sphere. We have about 
completed the most ambitious survey of medical care yet conducted, 
reaching into every hamlet, county and town of the United States. 
We are just as anxious, if not more so than any other group, to 
see to it that none shall suffer from lack of medical service, regard­
less of color, race or creed. There are more than 250 plans in 
operation in different parts of the country, worked out by medical 
societies, to solve the problem of medical care for the low income 
group. More than 2,000 plans have been studied. 
We have worked out and approved hospital insurance, which goes 
far toward solving the problem of catastrophic illness. 
We have approved the principle of voluntary cash indemnity health 
insurance and plans of this sort have been worked out and are being 
tried out in different parts of the country. 
We recognize the need for spreading the burden of medical care 
for the indigent from the shoulders of the medical profession, where 
it has been borne magnificently for so long, and to let it rest 
partially, at least, on local communities, counties, the state, and, in 
some instances, the Federal Government. 
Referring to the National Health Program, we, and by we, I mean 
the medical profession, have approved in principle practically all its 
features, the only limitations being those we consider practical, such 
al:' the building of hospitals only where need exists. Our one com­
plete disagreement with the program has to do with compulsory 
health insurance-and to that 110,000 American physicians through 
their national organization have objected unanimously. In spite of 
the fact that American medicine has not been dealt with so kindly by 
at least one arm of the Federal Government, our great national 
organization, some subsidiary bodies, and highly respected members 
now being under Federal indictment by the Department of Justice-­
we have tried to cooperate and we are willing to play ball. We 
have given in on all points that we feel we can honorably do so, and 
not destroy the finest features in our system of American medical 
practice. 
I am reminded in this connection of the wife who got tired of her 
husband's proprietary attitude. She complained bitterly to him that 
she was eternally tired of hearing him say, "My house, my garden, 
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my car, my son, etc."; that she wanted him to know that she had an 
equal interest in all these things and he should say, "Our house, our 
garden; our car, our son, etc." and she also wanted to know what he 
was doing in that closet to which he meekly replied, "Dear, I am 
just looking for our pants." 
Now this problem of medical care in the United States is as much 
your problem as it is ours. If you want to preserve the finest 
medical service rendered anywhere in the world, you had better be 
prepared to do something about it. 
WHO SHOULD PAY THE DOCTOR? THE PATIENT 
By 
MORRIS FISHBEIN, M.D. 
Editor, Journal, American Medical Association 
(From Rotarian Ma;ga;zine, Nov. 1936.) 
The practice of medicine began when the first ailing human being 
asked his neighbor or his relatives to help him out, and they tried 
to do something for his comfort. They did it with an understanding 
of the kind of man he happened to be, but without very much 
scientific knowledge of the nature of his body or the manner in which 
it worked. 
As human beings began to collect in cities, they soon found that 
a man's health might be a matter of considerable importance to his 
neighbor. Venereal diseases, it was discovered, were transmitted 
from one person to another. The failure to dispose of the excretions 
of the human body or of garbage led to illness of people in the 
vicinity. At this point, those who governed the community took 
action to make each person respect the rights of his neighbor. 
Thus the State became interested in medicine, at least in its public 
health aspects. Since that time public health has grown up as an 
individual profession, representing just a portion of medicine. There 
continue to be constant arguments and debates as to the extent to 
which the departments of public health shall enter into medical 
practice. 
We conceive it correct, for example, that the State, through its 
department of public health, shall control the water supply, the food 
supply, and the disposal of sewage, which are matters of vital in­
terest to the health of the people. We conceive it to be in order for 
the State to determine when an infected individual is dangerous to 
the community and to limit his movements by isolation and quaran­
tine. We recognize the right of the State in times when an epidemic 
226 The University of Texas Publication 
of smallpox threatens to enforce the vaccination of individuals 
against smallpox. 
Does the State, however, have the right in times when no epidemic 
threatens to vaccinate individuals forcibly? Does it have the right, 
in the absence of diphtheria epidemic, to force children to be in­
oculated by employees of the State against diphtheria with the use 
of diphtheria toxoid? Now diphtheria toxoid is well established as a 
preventive measure, whereas inoculation against whooping cough is 
still experimental; that is to say, presumably it does prevent whoop­
ing cough in some cases, but not with the certainty that diphtheria 
toxoid prevents diphtheria. Does the State have the right to in­
oculate any considerable number of children against whooping cough? 
From these questions it may be seen that there are different points 
of view as to how far the State may go even in the practice of 
p1·eventive medicine. It is a safe rule to observe that the State has 
the right to carry out any procedures which involve the health of the 
community as a whole, even when they concern the individual, but 
that the individual's personal health is his own affair as long as it 
does not too greatly concern the well-being of the community. 
Next comes the question of the treatment of disease. For years 
it has been the tradition in medicine that a patient shall have the 
right to select his own doctor and that the doctor shall be responsible 
to the patient for his care, and the patient responsible to the doctor 
for payment. In association with this practice has come the under­
standing that doctors take care of those unable to pay, without any 
thought of payment, and that those able to pay shall do so according 
to their ability. As the number of indigents increased, particularly 
in large cities, institutions were developed where considerable num­
bers of them might assemble as in dispensaries, or in hospitals, so 
that great numbers might receive medical care from a minimum num­
ber of doctors. 
Yet these were not the only reasons for the growth of hospitals 
and dispensaries. A much more significant reason was the change 
that has occurred in the practice of medicine with advancements in 
scientific methods. For example, the doctor of 1875 depended largely 
on his five senses for the making of diagnoses, whereas the doctor 
of 1935 has every one of his senses improved and extended by thou­
sands of new devices and materials. 
Thus medicine is practiced today not only by the doctors, but by a 
complete medical personnel. In the United States, alone, about 
1,250,000 people give their full time to the care of the sick. More­
over, instead of 1,000 hospitals for 90,000,000 people, as was the 
situation around 1900, we have today almost 7,000 hospitals for 125,­
000,000 people. These hospitals are the workshops for the physician, 
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provided for him in this country by state, local, or national govern­
ments, by religious organizations, fraternal brotherhoods, corpora­
tions, private organizations, and individual doctors. 
Many years ago, Bismarck in Germany established the idea that a 
good panacea for statesmen who found a considerable amount of 
unrest among the people was to offer the discontents cheap or free 
medical service. Out of this came the German compulsory sickness 
insurance system. When Lloyd George in England, around 1911, 
found the labor element likely to overwhelm the Liberal Party, he 
gave a compulsory sickness insurance system to the British people 
in the form of the Panel system under which they now receive their 
medical care. 
Many new demands have come upon the American purse during 
recent years; medicine has become more scientific and medical care 
much more competent. Naturally, the costs of medical care have 
correspondingly increased. As a result, people, have begun to query 
the medical costs. The economists are trying to ascertain whether 
or not some means may be found through better distribution of 
expenditures to provide more people with more complete medical 
service. 
From time to time, as these inquiries on rising medical fees have 
developed, various groups have given the subject their attention. For 
instance, a distinguished commission on medical education, after some 
seven years of study, came to the conclusion that about 85 or 90 
per cent of the diseases for which people consult doctors can be 
competently diagnosed and treated by a general practitioner with 
the amount of equipment that he can carry in a handbag, or that he 
may happen to have available in his office. The remaining 10 or 15 
per cent represent serious disease which requires study and treat­
ment in a hospital. 
Incidentally, the records of the American Medical Association show 
that at least 100,000 of the 125,000 practicing doctors in the United 
States are associated with hospitals. The Commission found, more­
over, that America has approximately 25 per cent more doctors than 
it ought to have, instead of too small a number, because the develop­
ment of good roads, motor-cars, telephones, and hospitals makes it 
possible for one doctor to serve more people satisfactorily than was 
possible in former days. 
Another committee, known as the Committee on the Costs of 
Medical Care, composed largely of economists, labor and industrial 
leaders, social workers, statesmen, and doctors. studied the same sub­
ject over a period of five years. Impressive to this group was the 
discovery that while once upon a time the gods of the American 
people were the professors, the philosophers, the preachers, and the 
doctors, today our prophets are the efficiency engineers. With the 
coming of the World War we learned how to organize vast numbers 
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of people toward a single end. With the development of the Ford 
system of manufacture, the great department stores, and mail order 
houses, we learned how to manufacture and distribute material at a 
small cost through mass handling. 
Why then, said the efficiency engineers, can we not distr:bute units 
of medical service at a small cost through vast systems of organiza­
tion? The answer, of course-and it must be a negative answer­
lies in the inherent difference between the practice of medicine and 
the distribution of toothpaste and socks. 
Medical service is an individual service of one human being to 
another; its object is to relieve and to cure disease. No group, except 
the medical profession, is really entitled by training, by experience, 
01· by law, to take care of sick people. All the features of medical 
service in any method of medical practice must, therefore, be under 
the control of the medical profession. If a third party comes between 
the doctor and his patient in any medical relationship, there enters 
an inevitable deterioration of the quality of service. A doctor em­
ployed by an industry to take care of a sick worker obviously may 
feel his first responsibility is to his employer rather than to his 
patient, exactly as physicians employed by insurance companies have 
been known to protect the interests of the insurance company rather 
than the patient they were called to see. 
When a doctor knows that his reward depends on satisfaction of 
his patient, that patient is bound to receive the most that the doctor 
can give in his interest. The patient should have absolute freedom 
to choose a regularly qualified doctor of medicine to serve him from 
among all of those qualified to practice and willing to give him 
service. This will maintain the permanent confidential relationship 
between patient and family doctor which must be the fundamental 
and dominating feature of any workable system. 
Naturally we come next to the relationship of the hospital to the 
patient and to the doctor. The hospital looks for its payment to the 
patient, or to the corporaion, or to the insurance company which is 
paying for the patient. It is to the interest of the corporation or 
insurance company to get the patient out of the hospital as soon as 
possible, to the interest of the doctor to keep the patient in the hos­
pital until he is assured that the patient is well and able to live, 
to the interest of the patient to stay in the hospital as long as is 
necessary for his recovery but not too long lest he lose his job and 
his position in the community. For these reasons, medicine has 
looked askance at schepies in which hospitals or corporations employ 
physicians to render medical service to patients, the patient paying 
the corporation and the corporation paying the doctor. 
Indeed, a fundamental principle states that all medical service of 
all hospitals or other institutions involved in medical care should be 
under professional control. Since the hospital is merely the doctor's 
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workshop, no hospital is better than the doctors who work within 
its walls. Remove the doctor and you have left merely what would 
be a hotel with a certain amount of scientific equipment. 
Now it must not be thought from these statements that medicine 
objects to the organization of medical service for its improvement. 
There are, no doubt, certain procedures which may be carried on in 
mass relationship to the health of human beings which thereby will 
lower the cost of individual service. It do not refer to such intimate 
matters as child-birth, or even the removal of tonsils; neither do I 
consider the care of venereal disease a suitable subject for mass 
handling. On the other hand, the microscopic examination of speci­
mens of blood and of urine, if carried out on a vast number of 
specimens at one time, lowers the cost of the individual examination. 
But remember, this involves a study of materials, not of live human 
beings. 
The mere fact that states have been able to take over education, 
road building, and sewage disposal is no warrant that any state can 
successfully take over the diagnosis and treatment of an individual 
disease. 
Those who know and understand the nature of medical care are 
inclined to believe that the last stand of the citizen in maintaining 
his status as an individual human being is going to be made when 
he is sick and too weak to stand at all. 
When a splinter of steel flies into a man's eye, when a shoulder 
begins to wear out with the lifting of heavy loads, or when a man 
takes into his body a large dose of germs with his drinking water, 
he begins to realize that there are parts of his body that have no 
realization of the state's desire to take care of him. These parts 
make their presence known in a disagreeable manner. Then, the 
citizen wants a doctor who will look at his eye not as an eye 
belonging to the State, but one belonging to John Smith. 
There is not today anywhere in the world socialized or State 
medical service that is complete; there is not one which has been 
satisfactory, because all of them are constantly being subjected to 
criticism and change. Even the most ardent advocates for socialized 
medicine for the United States, including Rexford Tugwell and 
William T. Foster, frankly admit that no system developed in other 
lands would be suitable for application to the American people; yet 
every plan proposed for application in America imitates in its es­
sential setup some of the worst features of the foreign plans. 
In the typical setup recommended, the hospitals are to be the center 
of medical care. There hospitals are to employ a certain number 
of specialists and a certain number of general practitioners to take 
care of all of the people in the vicinity. It is presumed that patients 
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will have opportunity to choose a doctor from the staff of the hos­
pital to which they are assigned, or to which they may wish to go 
for treatment. 
The individual will find himself taxed a certain sum per year for 
his medical care whether he is sick or not, and the doctor will be 
paid either by the State or by the hospital for the service which he 
renders. His advancement, then, will depend on his popularity among 
the patients, or on political prestige. 
Anyone who has studied the American political system will realize, 
however, the great danger involved in making political prestige the 
term for preferment in giving medical service. 
In that play called MEN IN WHITE, Levine, a city doctor who 
has failed, says, "A doctor shouldn't have to worry about money. 
That's one disease he's not trained to fight. It either corrupts him­
or its destroys him." And then he reflects: "Well, maybe some day 
the state will take over medicine." To this another doctor replies, 
"Before we let the state control medicine we'd have to put every 
politician on the operating table and cut out his acquisitive instincts." 
Today medicine throughout the United States is experimenting 
with new plans of organization to provide more and better medical 
care to more people at lower costs. Hundreds of plans have been 
developed whereby people voluntarily put aside a certain sum of 
money each month in order to pay the costs of hospital care should 
they need them. In New Orleans, for example, 30,000 people have 
voluntarily engaged in a hospital insurance plan which provides for 
free choice of doctor and hospital, and free determination by in­
dividuals as to whether they care to engage in the plan. 
Innumerable county medical societies throughout the United States 
have aided in the development of prepayment plans for both medical 
care and hospital care. These plans vary. For example, a type of 
medical care suitable for a completely rural area like the large 
plantations of the South or of the wheat fields of the West. 
Actually, the medical profession is approaching the demand for 
new organization of medical practice in the same way that a good 
doctor approaches his patient first endeavoring to diagnose the con­
dition and then, by the application of the available knowledge, to 
direct the treatment. It prefers, however, to use methods of treat­
ment that have been tried on a small scale and found suitable, rather 
than to work out a new treatment for every case. It feels that 
experimentation under controlled conditions is the right system for 
maladjustments of social organization must as it is for disease within 
the human body. 
Even with these changes, however, the average citizen who wants 
for the future the same high quality of medical service that he has 
had in the past, but more of it and at a lower cost, must realize 
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that medicine today is not the same as the medicine of 1875, and 
must learn to arrange his budget in relationship to his certain needs. 
In the development of new plans, the individual must remember 
that any plan which will take from him his individuality, particularly 
in times of illness, or any plan which will remove from him the 
personal consideration which is fundamental to the best type of 
medical care is a dangerous plan, regardless of the cost he may 
pay for the service. 
Until that time comes when human beings have been standardized, 
these mass plans for medical care are sure to lower the quality of 
medical service, and medical care can be judged only on the basis 
of the quality of service rendered. 
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University of Chicago Press, Chicago. $2.00. 
Rogers, J. F., Student Health Services in Institutions of Higher Edu­
cation (1937), 61 p. (U.S. Office of Education, Bulletin, 1937, 
No. 7.) U.S. Government Printing Office, Washington, D.C. 
10 cents. 
Rorem, C. Rufus, Municipal Doctor System in Rural Saskatchewan 
(1931), 84 p. University of Chicago Press, Chicago, $1.00. 
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Sigerist, H. E., Socialized Medicine in the Soviet Union (1937), 
378 p. Excellent. W. W. Norton Company, 70 Fifth Ave., New 
York City. $3.50. 
V. NEGATIVE 
Carpenter, Niles, Medical Care for 15,000 Workers and Their Fam­
ilies (1928), 96 p. (Endicott Johnson's workers' medical serv­
ice.) University of Chicago Press, Chicago. 50 cents. 
Clark, Evans, How to Budget Health (1933), 328 p. (Guilds for doc­
tors and patients. An exhaustive treatment of practices and 
possibilities in group and insurance medicine.) Harper and 
Bros., 49 East Thirty-third St., New York City. $4.00. 
Crownhart, J. G., Sickness Insurance in Europe (1938), 134 p. 
(Strongly critical.) Published by J. G. Crownhart, Secretary, 
State Medical Society, Madison, Wisconsin. 
Falk, Isidore S., Formulating an American Plan for Health Insurance 
(1934), 8 p. American Association for Labor Legislation, 131 
E. Twenty-third St., New York City. 10 cents. 
Falk, I. S., Security Against Sickness (1936), 423 p. (A study of 
health insurance.) Doubleday Doran & Co., 14 W. Forty-ninth 
St., New York City. $4.00. 
Fisher, Percy C., An Argument Against the Socialization of Medicine, 
National House of Representatives, Jan. 5, 1938. Congressional 
Record, Seventy-fifth Congress, Third Session, V. 83, No. 3 (cur­
rent file); 108-110. Write your congressman for a copy. 
Ochsner, Edward H., Social Security (1936), 231 p. (A strongly 
critical analysis of health and social insurance by an M.D.) 
Social Security Press, 538 S. Wells St., Chicago. 50 cents. 
Orr, Douglas W., Health Insurance with Medical Care: The British 
Experience (1939). Macmillan Co., 60 Fifth Ave., New York 
City. $2.50. 
Reed, Louis S., Health Insurance, The Next Step in Social Security 
(1937), 281 p. Harper and Bros., 49 East Thirty-third St., New 
York City. $3.00. 
Rorem, C. Rufus, Hospital Care Insurance (1937), 71 p. (The 
periodic payment plan.) American Hospital Association, 18 E. 
Division St., Chicago. 50 cents. 
Rorem, C. Rufus, Private Group Clinics (1931), 130 p. (Adminis­
trative and economic aspects of group medical practice.) Uni­
versity of Chicago Press, Chicago. 75 cents. 
Shadid, Michael A., A Doctor for the People (1939), 277 p. (Auto­
biography of the founder of America's first cooperative hospital 
at Elk City, Oklahoma.) Vanguard Press, 424 Madison Ave., 
New York City. $2.50. 
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Shadid, Michael A., Principles of Cooperative Medicine. Publisher: 
Michael Shadid, Elk City, Okla. 50 cents. 
Simons, A. M. and Sinai, Nathan B., The Way of Health Insurance 
(1931), 300 p. University of Chicago Press, Chicago. $2.00. 
Warbasse, James Peter, Cooperative Medicine: the Cooperative Or­
ganization of Health Protection (1936), 24 p. Cooperative 
League, 167 W. Twelfth St., New York City. 15 cents. 
Williams, Pierce, and Chamberlain, Isabel, The Purchase of Medical 
Care Through Fixed Periodic Payment (1932), 308 p. National 
Bureau of Economic Research, 1819 Broadway, New York City. 
$3.00. 
VI. PAMPHLETS, AFFIRMATIVE AND NEGATIVE 
American Hospital Association, 18 East Division Street, Chicago, Ill. 
All items Free. 
1. The Influence of Hospital Care Insurance Plans Upon Med­
ical and Hospital Service (April, 1938), by C. Rufus Rorem. 
2. Directory Indicating Membership or Enrollment in Non­
Profit Hospital Service Plans as of April 1, 1939. 
3. Standards for Non-Profit Hospital Care Insurance Plans 
(Jan., 1938). 
4. Voluntary Hospital Care Insurance (Reprinted from State 
Government, May, 1939), by C. Rufus Rorem. 
American League for Public Medicine. Write to Dr. Joseph Slavit, 
Chairman, American League for Public Medicine, 141 E. Nine­
teenth St., Brooklyn, New York. All items free or at nominal 
cost. (Write for a list of material which they have available.) 
American Medical Association, Bureau of Medical Economics, 535 
North Dearborn Street, Chicago, Ill. 
1. America's Town Meeting of the Air, Debate by Michael M. 
Davis and Morris Fishbein on Health Security and the 
American Public. Published by American Book Co., 88 
Lexington Ave., New York City. 10 cents (1936). 
2. Care of the Indigent Sick; Including a Description of State 
Plans Under the Federal Emergency Relief Administration 
(1936), 123 p. 50 cents. 
3. Cooperatives and Medical Service (1937), 10 p. Small 
charge. 
4. Economics and Ethics of Medicine (1936), 69 p. 15 cents. 
5. Group Hospitalization (1937), 296 p. 75 cents. 
6. Handbook of Sickness Insurance, State Medicine, and the 
Cost of Medical Care (1935), 182 p. 40 -cents. 
7. Health Insurance in England (1938), 29 p. Small charge. 
8. Introduction to Medical Economics (1935), 108 p. 25 cents. 
9. New Forms of Medical Practice (1939), 64 p. 
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10. Radio Debate on State Medicine: Affirmative, W. T. Foster 
and Bower Aly; Negative, Dr. Morris Fishbein and Dr. 
R. G. Leland. Excellent. Small charge. 
11. Rural Medical Service, 80 p. Small charge. 
12. University and College Student Health Services: A Report 
(1936), 187 p. $1.00. 
Committee on Research in Medical Economics, 9 Rockefeller Plaza, 
New York City. All items Free. 
1. The Ability to Pay for Medical Care, 15 p. (An Abstract 
of the book by the same title by Louis S. Reed, cited under 
Affirmative.) 
2. The American Approach to Health Insurance, by Michael 
M. Davis. 15 p. 
3. The Case of the Ross-Loos Clinic, by Mary Ross. 6 p. 
4. Case Stories About the Costs of Medical Care and the 
Ability of People to Pay. 23 p. (Very interesting.) 
5. The Economic Aspects of Medical Services. 51 p. (Taken 
from the book entitled Costs of Medical Care, by Falk, 
Rorem, and Ring, listed in bibliography [general].) 
6. Health Security and the American Public, by Michael M. 
Davis. 18 p. 
7. The Incomes of Physicians, 11 p. (An abstract of the book 
by the same title by Maurice Leven, cited under General.) 
8. Institutional Convalescence, by E. H. Lewinski Corwin. 
8 p. 
9. Julius Rosenwald Fund: Eight Years' Work in Medical 
Economics, 1929-1936; Recent Trends and Next Moves in 
Medical Care (1937), 45 p. 
10. The Physician's Profession Through the Ages, by Henry E. 
Sigerist, Johns Hopkins University (1933). 15 p. 
11. Private Group Medical Service; the Economic and Profes­
sional Aspects of a Private Clinic in a Mid-Western City, 
by C. Rufus Rorem, PH.D., and John H. Musser, M.D. 
12. Sickness Bills by Installment, by Mary Ross, Reprinted from 
Survey Graphic (1935). 
13. Sickness Insurance and Medical Care, by Michael M. Davis 
(1934), 19 p. 
14. Survey Graphic, December, 1934. Buying Health, A Spe~ial 
Number containing Health Articles by many outstanding 
writers. Forty-five large pages. Cited above as Issue of 
Magazine Devoted to Health Articles. Excellent. 
Pollak Foundation for Economic Research, Newton, Mass. (All 
items ten cents each; order pamphlets by number, and in every 
case send check or postage stamps with order.) 
102. The Layman's View About the Costs of Medical Care. 
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103. Picture Book About the Costs of Medical Care, Revised Edi­
tion, 1937 (Reproduced in this bulletin). 
105. Buying Health (December, 1934, issue of the Survey 
Graphic). 
107. American Approach to Health Insurance, Michael M. Davis. 
108. Incomes of Physicians (Abstract of book with same title 
by Maurice Leven). 
110. A Survey of the Medical Facilities of the State of Vermont. 
111. A Survey of the Medical Facilities of Shelby County, 
Indiana. 
114. Fundamental Facts on the Costs of Medical Care, I. S. Falk. 
115. The Physician's Profession Through the Ages, Henry 
Sigerist. 
116. Group Payment for Medical Care, Stancola Plan, C. Rufus 
Ro rem. 
118. Sickness Insurance and Medical Care, Michael M. Davis. 
28. Handbook for Debaters on Medical Economics, by Brooks 
Quimby, Revised Edition, 1935, 32 p. (Cited above under 
Handbooks.) 
121. What It Is All About, by William Trufant Foster; and 
Achievements of the Medical Profession, by Walter P . 
Bowers. 
122. Uncared-For Needs, C. E. A. Winslow. 
123. Group Payment for Hospital Care, Robert Jolly. 
124. Public Health Needs, Thomas Parran, Jr. 
125. Preventive Medicine, George H. Bigelow. 
126. Mass Prosperity and Medical Care, Edward A. Filene. 
127. The Doctor's Part in Medical Care, Ray Lyman Wilbur. 
128. Uneven Costs of Sickness: How to Meet Them, Paul H. 
Douglas. 
129. Progress in 1934, Michael M. Davis and C. Rufus Rorem. 
130. Budgeting Hospital Bills, Frank van Dyk and Homer 
Wickenden. 
131. The Nurse's Part in Public Health, Miss Katherine Tucker. 
132. Mutual Health Service, Nathan Sinai. 
133. The Government's Part in Medical Care, William Hard. 
134. Where Doctors are Lacking and Why, Haven Emerson. 
135. Present Trends in Health Insurance, I. S. Falk and Edgar 
Sydenstricker. 
136. The Man from Mars Asks Questions, Harry H. Moore. 
137. Next Steps, Livingston Farrand. 
138. Medical Care for All, Arthur Newsholme. 
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State Medical Association of Texas, 1404 W. El Paso Street, Fort 
Worth, Texas. 
The Association operates a package loan library, but is not 
equipped to send packages to places all over the state; however, 
a letter to them might result in a lead to other material not now 
available. 
The Dallas Civic Federation, 2419 Maple A venue, Dallas, Texas. 
The Civic Federation has some material which should be avail­
able to debaters in and around Dallas. 


